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THE TREATMENT OF THE COMPLICATIONS ARISING AFTER | 
OPERATIONS ON THE THYROID GLAND* 


BY HOWARD M. 


Durine the past three years there have been 
1376 operations performed on the thyroid 
gland in the Lahey Clinic. The total number 
of new patients operated in this period is 976. 
. The mortality for this series is .58% by opera- 

ee a .819% by cases, there having been 8 
deaths. 

This low mortality has been obtained by care- 
ful preparation of each patient for operation, 
by conservative selection of operative proce- 
dures for each individual and by personal atten- 
tion to the details of the post-operative care. 

Undoubtedly, the most important factor in 
keeping mortality rates low in thyroid surgery is 
the judgment of the operator and the anaesthe- 
tist at the time of operation as to the type of 
procedure best suited to the case at hand. Cer- 
tainly, however, the preparation of these pa- 
tients for operation, and the treatment of their 
post-operative difficulties plays a great part in 
their eventual recovery. 

The thyroid gland is normally in close rela- 
tion to the trachea, great vessels and nerves in 
the neck. When enlarged it may be in contact 
with the pleural dome or the esophagus. Fol- 
lowing thyroid operations there may be com- 
plications which follow any surgical procedure ; 
i. e., edema, hemorrhage and sepsis. But be- 
cause of the location of the wound in the neck 
these complications all have a vastly different 
significance and require particular attention. 

The presence of hyperthyroidism either pri- 
mary or secondary adds the second unusual 
phase to these cases. This requires careful at- 
tention both before and after operation. 

Every thyroid patient spends at least thirty- 
six hours in the hospital before operation. Dur- 
ing this time the basal metabolism estimation is 
made. If the test is not technically satisfactory, 
or if it is inconsistent with the clinical findings, 
it is repeated as often as need be to arrive at a 
correct diagnosis. During this preoperative 
oeriod a careful physical examination is made 
with special reference to the cardiac condition. 
The patient is likewise seen at this time by the 
«naesthetist with a view to determining her abil- 
ity to take an anaesthetic. This preoperative 
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period has two advantages. It permits 
a thorough study of the case by several mem- 
bers of the clinic and it gives the patient an op- 
portunity to become better accustomed to the 

nurses and to the hospital routine. ; 

The neck is prepared for operation by shav- 
ing and scrubbing. Alcohol and a sterile cravat 
dressing are then applied. At bedtime on the 
night before operation ten grains of Veronal 
may be given if the patient is particularly ner- 
vous and it seems unlikely that she will sleep. 

Experience has shown very clearly that emo- 
tional excitement of any kind may cause a well 
marked increase in pulse rate in any patient. 
This is especially true when hyperthyroidism is 
present. For this reason preoperative drug- 
ging with scopolamine and morphine is used 
routinely. Two hours before operation mor- 
phia gr. % and scopolamin gr. 1/200 is given 
snbeutaneously. This injection is repeated one 
hour before operation. Under this dosage most 
patients enter the operating room asleep and a 
large number of cases have no recollection of 
their trip to the ampitheatre. Such a condition 
is ideal for these patients inasmuch as it lessens 
materially the psychic disturbance incident to 
the operation. 

Before the immediate preoperative medica- 
tion is given each patient’s nightgown is pulled 
off from his arms and folded down on his chest 
so that the neck can readily be exposed. 
Furthermore, a sheet is placed under the body 
in such a position that it may be used for lift- 
ing the patient to the truck, table or bed with 
little disturbance. 

After the operation the patient is returned to 
bed and kept in the sitting position. In this 
position breathing is easier and wound drainage 
is better. Most patients fall into a deep sleep 
on their return to bed which lasts from two to 
six hours. Ice bags are placed on the head and 
the precordia in all toxic cases. 

Tap water is given by rectum soon after the 
patient’s return to bed in such quantities as can 
be readily retained. This is repeated every four 
hours for twenty-four hours. If the patient is 
very toxic he is given 1500 c.c. of salt solution 
subpectorally or a lesser amount into a vein. 

Vomiting oceurs after operation in many 
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eases. It may come at once and not occur 
again. Vomiting may occur at frequent inter- 


vals during the first 24 hours and occasionally 
for the first two days. The latter is unusual. 
It may be due to the preoperative drugging or 
to the presence of severe hyperthyroidism. In 
either case fluids should be given freely either 
subpectorally or intravenously. This has not 
failed to check vomiting. 

Many patients develop great restlessness 
postoperatively. For this morphia in frequent 
doses is necessary. Sufficient should be given 
to keep the patient quiet, and thus prevent the 
pulse acceleration that accompanies muscular 
activity and reduce the emotional activity. 

For the first 24 hours after operation swal- 
lowing is generally painful and only liquids can 
be taken. After this time, however, soft solids 
and solids are given as the patient may desire. 
In toxic cases it is particularly important that a 
large number of calories be given. 

The dressing on the neck is not disturbed un- 
til the close of the first day. It is then removed 
and an alcohol dressing is applied. On the third 
day after operation the dressing is again done. 


At this time every other skin clip is removed | f 


and if there is a drain in the wound, it is 
loosened. On the fourth day the remaining 
clips are removed from the skin edges and all 
drains are taken out. Should a large cavity be 

resent a small piece of rubber drain is replaced 
in it. Otherwise, no drains are returned to. the 
wound. On the fourth day the patient is per- 
mitted to get out of bed and sit in a chair. 
On the sixth day after operation, in the usual 
case, a postoperative metabolism is taken and on 
the seventh day the patient is discharged from 
the hospital. 

The complications which may follow thyroid 
operations are varied and their effects are some- 
what different from those following other surgi- 
eal procedures. For this reason no thyroid pa- 
tient is operated upon outside of the Clinie 
where his after care cannot be personally fol- 
lowed. 

Hemorrhage after goiter operations comes in 
general from (1) the superior pole, (2) the 
longitudinal veins just under the skin flap and 
(3) the skin edge. Postoperative bleeding from 
the superior thyroid artery is a serious condi- 
tion and requires immediate attention. It may 
occur soon after operation from the slipping of 
a ligature about the superior pole. A large 
hematoma forms quickly under the precervical 
muscles and symptoms of tracheal pressure and 
obstruction may follow. The neck must be 
opened widely, the muscles cut and the superior 
pole isolated, caught and tied. Hemorrhage 
from the superior pole may follow infection of 
the wound and sloughing of the artery. Here, 
again, the neck must be widely opened and the 
bleeding vessels carefully exposed. In the pres- 
ence of much slough the superior thyroid artery 
must be followed up into clean tissue to its 


origin on the external carotid artery and tied in 
continuity. Packing and pressure are of little 
avail and should not be depended upon to con- 
trol this type of bleeding. Only ical meas- 
ures are safe. 

Hemorrhage from the longitudinal veins is 
much less serious and is easier to control. It 
shows itself by slow leakage from the wound 
and the formation of a hematoma unler the skin 
flap. The wound should be widely opened— 
the hematoma carefully removed. The bleed- 
ing vessel is now found and tied. When the neck 
is opened and the clot removed it may be that 
no single bleeding point will be discovered. The 
wound should be closed with a drain. 

Considerable bleeding may occur from a tiny 
vessel in the skin edge. These are usually ob- 
vious at inspection of the wound and can be 
controlled very readily with a tie or a skin clip. 

At any time from the 3rd day on after oper- 
ation, a collection of serum may appear in the 
wound. It collects just under the skin flap in 
amounts varying from a few drops to several 
drams. It arises from the serous exudate fol- 
lowing the large area of skin flap dissected and 

rom the presence of many catgut knots and bits 

of necrotic tissue in the wound. These collec- 
tions of serum are not unusual in thyroid 
wounds and are readily drained inserting a 
small piece of rubber tissue thro the skin in- 
cision. 

Occasionally 24 or 36 hours after operation 
the neck will be found to be thickened and 
edematous from the jaw to the wound or to 
the clavicle. Swallowing in these cases is very 
difficult and breathing is slightly interfered 
with. The patient often finds it difficult to talk, 
although his voice is not damaged. At times | 
this diffuse edema disappears within a few days 
with no further trouble. Occasionally, how- 
ever, it is followed by local heat and redness and 
considerable fever. The wound should at once 
be opened widely and drained. Local heat in 
the form of hot boric acid dressings or hot flax- 
seed poultices is valuable in* these cases. Less 
severe infections occur at times in the tissue un- 
der the skin flap. These are readily treated by 
opening the wound and inserting a drain. Close 
attention should be paid to all thyroid wounds 
for beginning infection in order that it may be 
drained at its onset. Particular care must be 
taken that infection does not extend to the ce!- 
lular tissue of the superior mediastinum an! 
produce a mediastinitis. This is perhaps tlc 
most serious complication that may follow : 
thyroid operation and has been fatal in the tv. » 
eases in which it occurred in this Clinic. 

Mediastinitis is generally preceded by © 
brawny induration of the neck which appea:- 
within 24 to 48 hours of the operation. Di: 
ficulty in swallowing and breathing appear a” 
are not relieved by the free opening of t!: 
wound. A slight persistent fever and a hig’ 
pulse are generally present. The infection ‘< 
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often of low virulence and does not rapidly over- 
whelm the patient who may live for several 
weeks. Increasing difficulty in breathing and 
swallowing is noted and pain beneath the ster- 
num (in the thorax) is very constant. The 


' patient loses strength rapidly. The skin as- 


sumes a peculiar cachechtic color and the fea- 
tures may resemble those seen in myxedema. 

Treatment of mediastinitis is of little avail. 
The wound should be widely opened and drains 
inserted. 

Wien the thyroid is retrotracheal or subster- 
nal or when the trachea is bared in its removal, 
more or less tracheal irritation will occur post- 
oper: tively. This is marked by pain under the 
sternum in the course of the trachea, cough and 
some dyspnoea. The cough is often difficult to 
control and may be a great annoyance to the 
patient. The sputum is often blood tinged. 
Rarely the respiratory rate may be elevated and 
bronchitis or broncho-pneumonia with slight 
fever may be present. In cases with marked 
tracheitis or bronchitis the wound should be 
carefully inspected for any collection of fluid 
that may be causing tracheal pressure. Drains 
must be removed and replaced by smaller ones. 
A steam tent which permits plenty of fresh air 
saturated with moisture from fresh steam is in- 
valuable in these cases. 

Occasionally marked dyspnoea and tracheitis 
occur after the removal of goiters which by 
their pressure have distorted the shape of the 
trachea. The rings may be flattened on one or 
both sides and the lumen correspondingly nar- 
rowed. The trauma necessary to the removal of 
the goiter and the loss of its support may cause 
partial obstruction of the trachea from either 
edema or collapse. These patients usually show 
well marked dyspnoea and tracheitis soon after 
operation but respond well to treatment with the 
steam tent and the erect posture. Very rarely 
breathing will become so laborious that the pa- 
tient is rapidly tired out and cyanosis may ap- 
pear. Tracheotomy must be done as soon as 
these symptoms are apparent. It is a great 
temptation to delay such a tracheotomy too long. 
A patient who is obviously struggling for her 
air may yet maintain quite good color with only 
an occasional bit of cyanosis. Slight cyanosis 
with difficult breathing means obstruction of the 
air way and hard work by the patient to main- 
tain sufficient oxygenation of her blood. Due 
to this long struggle, to the insufficient oxygen 
intake and the increased blood COz the patient 
“rows rapidly weaker. She later becomes sleepy 
and finally loses consciousness even though her 
cyanosis be little more than noticeable. Trach- 
eotomy done. at this last stage will often be of 
no value. The patient will die. Tracheotomy 
done when cyanosis first appears produces a re- 
‘narkable improvement in every respect. 

Injury to the trachea may happen during op- 
eration. It may be cut with a knife or pinched 
inasnap. Such an injury must be immediate- 


ly sutured and the wound closed with a small 
drain. Usually no further trouble will result. 
Should dyspnoea or cyanosis follow this accident, 
a tracheotomy should be done without delay. 
The trachea has twice been injured in this 
series of cases. One of these patients had no 
further difficulty after operation and one re- 
quired a tracheotomy because of obstruction. 

Injury to one recurrent laryngeal nerve at 
operation is an annoying complication whose oc- 
currence should be rare with proper technique. 
Serious injury to both recurrent laryngeal nerves 
produces a most dangerous lesion in which 
marked dyspnoea may occur. A tracheotomy 
may be necessary in these cases and it should be 
done as soon as possible after the diagnosis is 
clear. Bilateral laryngeal paralysis has never 
occurred in this Clinic. 

The accentuation of all symptoms of hyper- 
thyroidism after operation on toxic goiters is a 
complication which all thyroid clinics know and 
fear. This occurrence is generally called a thy- 
roid storm. It is best treated by preventing its 
occurrence through extreme care in selecting 
that operative procedure for the individual case 
that will be well inside the limit of safety as 
shown by her behavior in the operating room. 

The onset of a thyroid storm may occur from 
six to thirty-six hours after operation—most 
frequently ten to twelve. There are two gen- 
eral types of thyroid reaction. The first type is 
one of great activation. All the symptoms of 
the disease are present in an exaggerated form. 
The pulse rate already high becomes higher. 
Sometimes it goes to 240. A persistent rate of 
over 200 should be looked upon as_a very un- 
favorable symptom. The nervous symptoms 
become greatly exaggerated. Tremor of the 
hands and arms with constant muscular activity 
is pronounced. The eyes are staring and the 
facial expression shows marked apprehension. 
Rest is impossible and the patient tosses con- 
stantly about the bed. The skin is hot and 
moist with perspiration. The temperature is 
always elevated from one to four or five degrees. 
The second type of thyroid storm is marked by 
great depression and resembles in some respects 
surgical shock. The pulse rate is persistently 
high and the temperature is also elevated. The 
patient, however, shows no accentuation of her 
nervous symptoms. Frequently, she cannot be 
roused but lies quietly in bed with her eyes 
closed or partly closed. Her skin is not hot and 
her face is not flushed but white. She shows no 
tremor and no marked restlessness. 

The treatment of the first type which is the 
more common can be given under two headings 
—morphia and fluids. Morphia must be given 
in sufficient doses and with sufficient frequency 
to keep the patient quiet. Much larger doses are 
required here than in non-toxic cases and the 
drug must be pushed until the desired effect is 
obtained. Occasionally codein will have more 
value than morphia in controlling the incessant 
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activity. Fluids must also be given freely by 
mouth and by rectum and subcutaneously or in- 
travenously. Sub-pectoral saline should be 
given as a routine to all patients who are ex- 
pected to show a marked thyroid reaction. 


The depressed type of thyroid reaction re- 
quires little if any morphia. Subpectoral and 
intravenous fluids are very valuable. 

Auricular fibrillation occurs as part of the 
postoperative reaction very frequently. It oc- 
curs most always in those patients who have a 
history of previous cardiac disease or who have 
reached middle life. Heart failure is not a fac- 
tor as a rule in the death of patients suffering 
from thyroid storm. Patients showing a per- 
sistent pulse rate of 200 and over may die with- 
out showing any evidence of cardiac failure. 
Death apparently results from a toxemia of thy- 
roid origin. 

Myxedema may follow thyroid operations, 

rticularly those in which a radical operation 
for malignancy has been done or a large adeno- 
ma has been removed. Myxedema may follow 
operations on cases of thyroiditis which so re- 
sembled cases of malignancy, that they were 
operated upon. These patients generally note 
a marked change in their sensations and remark 
upon it. They are sleepy and somewhat 
apathetic. They constantly feel cold. Their 
pulse rate becomes slow. Their basal metabolism 
rate drops to —20 or below. 


The treatment of these cases is the adminis- 
tration of thyroxin. Basal metabolism estima- 
tions must be done at frequent intervals to con- 
trol the dosage and sufficient thyroxin should 
be given to hold the rate at a normal level as 
shown by repeated tests. 


Postoperative tetany is of very infrequent 
oceurrence after thyroidectomy. It is usually 
transient, though cases of permanent tetany go- 
ing on to death have been reported. The symp- 
toms of tetany usually oceur from 3 to 7 days 
after operation. Pain and a sense of contrac- 
tion of the neck muscles is an early symptom. 
Later the hands and forearms and the feet and 
legs feel cold and prickly. Following these 
sensations comes the typical flexion contractions 
of the fingers and hands. Double vision and a 
strained feeling in the eyeballs may be present. 
During this period of the disease spasm of the 
hand may be caused by pinching the arm 
(Trousseau’s sign) and spasm of the facial mus- 
cles may follow tapping over the course of the 
7th nerve (Chvostek’s sign). 

Treatment of postoperative tetany consists in 
the administration of calcium lactate. Twenty 
grains every four hours by mouth will usually 
control the spasm. If necessary, more may be 
given by rectum. 


_The disease usually responds rapidly to eal- 
cium therapy if it be of the mild transitory type. 
If it be of the severe type calcium may be of 


some benefit but will not save the patient’s life. 


Parathyroid extract is of little or no value as 
has been shown by Dr. Lahey.* 

The condition of patients weeks and months 
after thyroid operation is of marked interest. 
In this Clinic all toxic cases are followed for at 
least one year after operation. They return 
every two months for the first six months for 
metabolism and are given a final test at the 
end of a year. 

In general the end result of the thyroid scar 
is very excellent. No cross stitch marks are vis- 
ible and the scar itself is a slender white line. 
When drainage has been necessary, however, 
the skin sear may become adherent to the deeper 
layers over a small area and move with degluti- 
tion. The cosmetic effect produced annoys some 
patients. Usually the adherent area can be 
massaged and pulled so that the deformity be- 
comes less pronounced. 

A swelling in the line of the sutures uniting 
the cut precervical muscles is very constant and 
causes occasional alarm that the goiter is return- 
ing. This swelling disappears in about two 
months and no treatment other than reassurance 
is necessary. 

Anesthesia of the skin over the area of the 
skin flap occurs at times. This anesthesia usual- 
ly disappears within six months after operation. 
A catch in the neck with swallowing: is of infre- 
quent occurrence. This may be due to scar 
tissue in the neck. 

A brief survey of the relative frequency of 
the major complications in a large series of cases 
is of interest. 

Four cases of tetany have occurred. Three of 
these cases were transient in type and have now 
cleared up. One recent case is controlled by 
ealeium therapy, but suffers mild seizures with- 
out this drug. 

Four patients in the series have had serious 
postoperative hemorrhages which in each case 
came from the superior thyroid artery. In two 
eases the hemorrhage occurred immediately 
after the operation from slipping of the ligature 
about the superior pole. In the other two cases 
infection and slough about the superior pole 
caused the hemorrhage, one five and one six days 
after the operation. No patient has ever died 
from hemorrhage in this Clinic. Only one case 
has required transfusion. - 

Tracheotomy has been necessary once in this 
series of operations. This woman had a large 
colloid adenomatous goiter which was substerna! 
and retrotracheal. She developed tracheal col- 
lapse some hours after operation. Her dyspnoea 
increased and on the second day a tracheotomy 
was done. 

Four patients have had secondary operations 
done for the purpose of improving the scar in 
their neck. When the scar can be completely 
excised the results are satisfactory. 

‘‘Thyroid Storms’’ are almost unknown in 


*Boston Medical and Vol. 187, No. 5, pP- 
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this Jlinie. By dividing the removal of the 
thyroid into such stages as best suit the individ- 
ual patient’s strength, the reactions have become 
much less marked both in frequency and in 
severity. Occasionally an error in judgment of 
the ability of the patient to withstand operation 
will be made and a reaction will occur. We 
find that an occasional severe reaction is inevit- 
able. Certain patients come to the Clinic suf- 
fering from severe thyroidism which ean only 
be checked by surgical intervention. At times 
minor preliminary surgical procedures have 
been done elsewhere. Refusal to operate on 
these patients may take away their chance of re- 
covery. Operation usually means, at least, a 
severe thyroid reaction. We cannot permit our 
desire for low mortality statistics for the Clinic 
to keep us from giving these patients an oppor- 
tunity to regain their health. We have repeat- 
edly shown that operations on the thyroid gland 
ean be performed with a mortality rate well be- 
low one per cent. We now feel that those pa- 
tients whom we previously had considered inop- 
erable should be given the chance of surgery 
without regard for the mortality figures. With 
this object in view no patient has been refused 
operation in this Clinie and over fifty patients 


who came to the Clinic with heart failure and 
severe thyroidism have been operated upon suc- 
cessfully.* 

CONCLUSIONS 


1. Although most patients make an unevent- 
ful recovery those complications which may fol- 
low any surgical procedure occur at times in 
operations upon the thyroid gland. These com- 
plications are treated on the general surgical 
principles now well established. 

Complications arising from increased thy- 
roid secretion should seldom arise if the proper 
operative procedure has been chosen. 

Mediastinitis is the most serious complica- 
tion following thyroidectomy. 

Recurrent laryngeal nerve paralysis may 
rarely occur from injury to one nerve. A bilat- 
eral paralysis should never occur. 

5. -Cases of hyperthyroidism should be re- 
peatedly metabolized after operation in order 
to be certain that their metabolic rate is normal 
as only in this way can we be certain that they 
are cured. 

*Thyrocardiacs: Their Diagnostic Difficulties; Their Surgical 
Treatment. By Frank H. Lahey, M.D., F.A.C.S., and Burton E. 


Hamilton,.M.D., Boston. Reprint from S., G. and O., July 24, 
1924, pp. 10-14. 


THE RELATION OF MOUTH INFECTION TO THE THYROID GLAND 
BY OLIVER T. OSBORNE, M. A., M. D., F. A. C. P. 
Professor of Therapeutics, Medical Department, Yale University, New Haven, Conn. 


HYPERTHYROIDISM 


A MAN aged 59 was first seen by me on October 
20, 1916. He had not been able to work for five 
months, and had the following symptoms: palpi- 
tation, dyspnea, trembling, muscle twitching, 
edema of the ankles, and he was very nervous. 
He had never been sick until May, 1916, since 
which time he had been under the care of a phy- 
sician and two consultants. He never drank any 
form of aleohol and had never used tobacco. His 
family history was negative. In February, 1916, 
his weight was 205 pounds; his weight at the 
above date was 161 pounds. The pulse was 120 
and very irregular; the blood pressure was 170 
systolic and 90 diastolic. He had an aortie di- 
rect murmur, and a soft indirect mitral mur- 
mur; the heart was enlarged. The least exertion, 
even that necessary for removing his cloth- 
ing for examination, caused profuse perspira- 
tion. The lungs, abdomen and urine were neg- 
ative. The thyroid gland was enlarged and 
showed signs of dilated blood vessels; there was 
marked exophthalmos. 

He had eight infected teeth, some of them de- 
eayed down to the gums, and pyorrhea alveo- 
laris. 


He was given digitalis; placed on a diet with- 
out meat, coffee or tea; given lime water, cal- 


cium glycerophosphate, and an anti-pyorrhea 
mouth wash. 

In a week his pulse rate was 125; there was 
no edema but the least exertion caused cardiac 
distress. 

In ten days he was still very nervous; trembly ; 
pulse was 132; blood pressure, 170 systolic and 
60 diastolic. The mitral systolic murmur had 
disappeared ; the heart was somewhat diminished 
in size; but there was a loud aortic systolic mur- 
mur. The heart showed sufficient action of the 
digitalis and its use was stopped. 

On October 31 all of his infected teeth were 
removed at his home, he being too weak to go-to 
the dentist’s office. One large pus-sac was re- 
moved. 

November 4, 1916. He stated that he was 
sleeping better than he had in four months and 
had less trembling. The pulse was 110; blood 
pressure 160 to 50. 

November 11, 1916. The 
blood pressure 155 to 70. 

November 29, 1916. The pulse was 100; blood 
pressure 142 to 60. 

December 6, 1916. The thyroid was markedly 
smaller in size, there was very much less 
exophthalmos, 

Suffice it to say that there was gradual im- 


pulse was 110; 
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provement until the last time that I saw him, at 
this period, namely, February 23, 1917, at which 
time he was sleeping perfectly; his weight had 
increased to 170 pounds; the pulse was 96. Soon 
after this date he was able to go to work. 

From that date, namely, February 23, 1917, I 
did not see him again until July 16, 1924. He 
was now 67 years of age, and reported that he 
had been perfectly well from the time I last saw 
him until the present date, and working all the 
time in a machine shop, at rather heavy work. 
This meant that he had been well for seven years, 
and he came to see me then on account of a slight 
supposed rupture, for which he was wearing a 
truss. His weight was now 194. His appetite 
was good ; digestion fine; bowels acted normally ; 
sleep was perfect. His pulse was 84; blood pres- 
sure 148 systolic, 84 diastolic. His heart was 
normal with the exception of a slight aortic sys- 
tolic blow. The urine was negative. ‘ 


Primary ANEMIA 


A professional man, aged 58, was first seen by 
me in consultation on August 16, 1923. He was 
excessively weak; hardly able to dress and un- 
dress himself. He gave a history of having been 
gradually failing for many months. He had 
always been physically active and very able 
mentally, but his friends stated that his men- 
tality was failing. He talked slowly, and could 
not stick to any one subject; his mind wandered. 

His past history was of no importance; and 
the family history negative. 

In spite of his general debility, his weight had 
increased from his usual weight, 165 to 175 
pounds. His diet was normal. He never takes 
any form of alcohol, and uses tobacco moderate- 
ly. He was sleepy and drowsy, and his sleep 
was semi-stupid. His hair was all falling out. 
The skin was very dry, yellowish in color; his 
face was yellow, pale and puffy, but he had no 
real jaundice. There was slight edema of the 
feet and ankles at the end of the day. His hands 
were cold and the surface of his body felt cold. 
His tongue was badly coated and dry. The 
gums were pale; there was no evident pyorrhea. 

Three years ago he had two capped teeth ex- 
tracted which were said to have had infected 
roots. One and a half years ago he had out six 
pusy teeth. Two months ago he had out another 
infected root. 

The pulse was 72; the blood pressure 110 sys- 
tolie, 70 diastolic. The thyroid gland was small. 
The heart, lungs, and abdomen were negative 
The liver seemed a little small; the spleen was 
not enlarged. The urine was negative. 

On the top of his head, which was absolutely 
bald, there were scleroderma ridges: on the 
backs of his hands and on his wrists there was 
marked scleroderma, and a mild dry scaly ec- 
zema. Tis hands were very dry and his body was 
dry; there was no perspiration at all. His hands 


were puffy as well as his face, especially under 
the eves, 


The blood count showed 90% hemoglobin; 
3,600,000 reds; 5,700 whites. The polymorpho- 
nuciears were 54%; large mononuclears 31%; 
small mononuclears 15%; no eosinophiles; no 
nucleated reds, and no distortion of corpuscles. 

Examination of his teeth showed six dead 
teeth with infected roots. 

The diagnosis was a mild myxedema, and a 
borderline primary anemia, both due to infected 
teeth. 

The treatment given was 3 grains of thyroid 
extract a day; 1 grain of suprarenal, whole 
gland, extract twice a day; and Armour’s red 
bone marrow. 

September 10, 1923. Four of the infected 
teeth had been removed. The bloating and puf- 
fing of the face had disappeared ; also there was 
no more swelling of the feet and legs. The face 
color was better; the color of the lips more nor- 
mal; the conjunctivae more normal in color. 
The scleroderma of the hands and wrists was 
less, and the ridges of sclerosed tissue on the 
top of the head were fifty per cent. less. He 
slept normally, not stupidly. The ringing of the 
ears, of which he complained previously, had 
also disappeared. He had lost eight pounds in 
weight. 

The treatment advised at this date was 2 
grains of thyroid a day; 1 grain suprarenal ex- 
tract a day; and one pill of iodide of iron a day. 

September 18, 1923. The blood count showed : 
65% hemoglobin; red corpuscles 3,750,000; 
whites 7,500, 85% of which were polymorphs. 

September 24, 1923. He was beginning to 
have some slight perspiration. There was no 
more puffing; the sclerosis on the top of his head 
had entirely disappeared, and that on the hands 
and wrists had almost disappeared. His blood 
pressure was 112 systolic, 65 diastolic. The 
same treatment was continued, except that the 
suprarenal was stopped. 

October 8, 1923. The hemoglobin was 75% ; 
reds 3,700,000; whites 7,800. Polymorphs 67° ; 
large mononuclears 11%; small mononuclears 
19% ; eosinophiles 3%. His appetite was fine. 
his sleep perfect, but he had not much strength. 
The sclerosis of the hands and wrists had entire 
ly disappeared ; his mentality was normal, Th 
blood pressure was 105 to 60; the pulse 84. There 
were some hemie systolic murmurs at the base o! 
the heart. 

The treatment was 1 grain of digitalis a day. 
4 grain thyroid a day; one iodide of iron pill # 
day ; and two saecharated oxide of iron, }-gra!n. 
tablets a day. 

In spite of my definite orders, all of the dea! 
teeth had not yet been removed; three still re 
mained in his mouth ‘‘beeause his dentist wa- 
busy and reported that he had taken out the 
worst teeth.’’ I sent word to him that if he 
had received celestial information that the 
‘‘worst’’ teeth were out, and that the others 
were harmless, I would be satisfied; but that if 
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he did not have such knowledge, I was not sat- 
isfied 


At this visit the skin was found much softer. 
The hair was rapidly growing on the top of his 
head, and black in color (he originally had black 
hair). The same treatment was continued. 

On October the 23rd these three remaining 
infected teeth were removed, and on November 5 
the blood count showed 80% hemoglobin; red 
corpuscles 4,600,000 ; white corpuscles 7,800. No 
better demonstration could be given of the re- 
lation of the mouth infection to his anemia. 

November 6, 1923. The patient was in fine 
condition and had almost his normal strength. 
His weight was 168 (the same now for two 
months) ; his pulse was 72; the blood pressure 
was 112 to 80. The whole top of his head to his 
forehead was covered with new thick black hair. 
and he had had for eight years a good sized bald 
spot on the top of his head. 

His medication was now reduced to 14 grain 
thyroid a day and one pill of iodide of iron a 
day. 


November 27, 1923. The patient was per- 


fectly normal in every respect; he could walk as 
far as he ever could, and he was attending to his 
professional business and to his various director- | 
ships and committee work. 

December 21, 1923. The hair on the top of 
his head was long enough to comb. The blood 
pressure was 118 systolic; the hemoglobin was 
90% ; the red corpuscles 4,870,000. 

He was told to take 14 grain of thyroid a day 
for two months and then to cease medication. 

I did not see this patient again until August 
14, 1924, at which time he stated that he was 
feeling perfectly well. His weight was 175 
(height 5 feet, 10 inches); his appetite, diges- 
tion, bowels and sleep were normal. The hair 
on the top of his head was a little thinner than 
when last seen. The pulse was 84; blood pres- 
sure 120 systolic, 70 diastolic; the thyroid was 
apparently normal in size; the urine was nega- 
tive; the skin was a little dryish, but he never 
has had a great deal of perspiration. The hemo- 
globin was 85%; red corpuscles 4,700,000; 
whites 4,800. Polymorphs 71%; large mononu- 
clears 18%; small mononuclears 10%; eosino- 
philes 1%. 


THE ACTION OF TARTAR EMETIC ON THE HEART 
BY WILLIAM D. REID, BOSTON, MASS.* 


TARTAR EMETIC, antimony and potassium tar- 
trate, doubtless is the most important of the 
medicinal preparations of antimony. The lat- 
ter metal was widely in medical practice 
from the early part of the fifteenth century un- 
til recent times. 

During the past century the administration of 
tartar emetic was prevalent for its effect on the 
circulation. In 1848 Thomas Watson’ placed a 
high value on this drug in that he found it sub- 
dued the circulation in like manner to venesec- 
tion, and continued the effect of the latter, espe- 
cially in inflammation of the respiratory organs. 
About 1850 tartar emetic became part of the rou- 
tine treatment of pneumonia. A little later Aus- 
tin Flint? wrote, concerning the therapy of the 
early stages of pneumonia, ‘‘ After the operation 
of a saline purgative, if the skin be hot and the 
pulse frequent, tartar emetic or some other an- 
timonial preparation may be given as a nauseant 
sedative; but the doses should not be carried to 
the extent of producing marked or distressing 
nausea.”? Hare*, in the sixth edition of his 
book, states that the most usual of the uses of 
tartar emetic is that of a circulatory sedative. 
The indication was any condition characterized 
by a bounding pulse, high fever and symptoms 
showing the patient to be of a robust 
constitution. The popularity of the drug has, 
however, died out. Cushney* holds that there 
seems to be little therapeutic benefit from the 


*From the Heart Laboratory of the Boston City Hospital. 


‘| vagus and to a much less extent by way of the 


administration of preparations of antimony that 
cannot be achieved with less untoward effects by 
other drugs. More recently antimony, espe- 
cially in the form of tartar emetic, has been 
found strikingly valuable in the treatment of 
certain parasitic infections acquired in tropi- 
eal countries. 

It seems of interest to find out more definitely 
what is the action of tartar emetic on the heart. 
The suecess following the administration of quin- 
idine sulphate in the treatment of auricular 
fibrillation naturally stimulates the hope that 
tartar emetic may also be found to have some 
action which may be turned to good account now 
that the electrocardiograph has so greatly in- 
eg our knowledge of what goes on in the 

eart. 

All the pharmacologic textbooks that I have 
consulted assert that the medicinal preparations 
of antimony are dangerous because of a harmful 
effect on the heart, but as yet I have been unable 
to find a statement of the exact nature of this 
deleterious action. A rather extensive search of 
the literature has also failed to locate any facts 
regarding the cardiac action of tartar emetic. 


However, while the work to be reported below 
was in progress an important paper was pub- 
lished. Weiss and Hatcher’ find that the intra- 
venous injection of tartar emetic induces affer- 
ent emetic impulses which pass from the heart 
to the vomiting centre mainly by way of the 
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sympathetic nerve and the stellate ganglion. 
The intravenous injection of tartar emetic in 
cats caused emesis (typical vomiting move- 
ments) after the removal of the entire gastro- 
intestinal tract, from esophagus to anus. These 
obs« rvers state, ‘‘We are unable to offer any ex- 
planation of the fact that the afferrent emetic 


impulses induced in the heart by tartar emetic 


before and after the intravenous injection of 
tartar emetic to patients on the Tropical Medi- 
cine Service. Tracings were obtained from three 
different patients, and on one of these the exam- 
ination was repeated twice, making five observa- 
tions in all. The results are shown in Table 1; 
Figure 1 is a sample electrocardiogram. The 
average for the five observations shows a reduc- 


TABLE 1 


Errect or TarRTAR Emetic, Given INTRAVENOUSLY, ON HEARTS WITH NorMAL RuytHm 


- 
1 
% gr. before as 0.18 23 *3 
15 min. after 11.5— 0.20 33 10+ 4 2+ 
5 hrs. after 76 0.20 0.02 
—0.22 —0.04 28 5+ 3 1+ 
+ 
Case 2 
1 gr before 82 0.16 29 2.25 
3 hrs. after 68-— l1li— 0.18 0.02 32 3+ 4 1.75 
74 + + 
13 Sept.,’22 1 gr. % hr. after 64 8.5— 0.20 iy: 23 12+ 5 3+ 
24 hrs. after . 0.16 11 2 
21 Sept.,’22 1.5 grs. before 85 0.17 15 2 
% hr. after 74 1l— 0.19 0 ~¢ 13 2— 1.5 0.5— 
atropine 25 min. later 122 0.16— 0 15 0 0 2 
1/30 se. 0.18 
25 Sept.,’22 atropine before 78 0.17 17 2.5 
1/30 se. 
1 hr. after 122 0.16 0.01 14 3 1.5 1-- 
5 Oct., '22 1.5 grs. before 87 0.17 13.5 0 
40 min. after 68 19— 0.20 0.03 18 4.5+ 1.5 1.5+ 
Averages 12.2— 0.03 +- 5.9+ 1.5+ 


*In seconds. 
tIn tenths of a millivolt. 


pass upward mainly by way of the vagus, while 
those induced by certain of the digitalis bodies 
pass mainly by way of the sympathetic nerve, 
but this is certainly the case, and we were unable 
to induce vomiting by the intravenous injecfion 
of fatal doses of tartar emetic in animals in 
which the vagi had been cut, or in those which 
had received large doses of atropine.”’ 


NORMAL RHYTHM 


Due to the kind coéperation of Professor G. C. 
Shattuck I was able to take electrocardiograms 


tion of the heart rate of 12.2 per minute, a pro- 
longation of the P-R interval by 0.03 second, 
an increase in the height of the T wave in lead 
2 by 1.5 tenths of a millivolt, and an increase in 
the maximum excursion (above and below the 
line) of the QRS complex by 5.9 tenths of a 
millivolt. 

It should be noted that the second observa- 
tion on Case 3 differs from the other two obser- 
vations and from Cases 1 and 2 in that there is 


a lowering in the T wave and a reduction in the 


@ 
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exeursion of the QRS complex. I have no ex- 
planation to offer for this. 

Atropine sulphate 1/30 gr. subeutaneously in- 
creased the heart rate, removed the prolongation 
of the P-R interval, and lowered the T wave. 
The same dose given on an antimony-free day 
had about the same effect. Although this is but 
a single observation it suggests that the lower- 
ing of the heart rate and the prolongation of the 


aurieulo-ventricular conduction time (P-R in- 


less definite than in the group of cases in which 
normal rhythm obtained ; it is to be recalled that 
in each of these six patients the heart rate was 
already slowed by digitalis therapy. There was 
found, nevertheless, a tendency to a reduction of 
rate save in the cases in which the unstable rate 
was associated with moderately severe retching. 
The maximum excursion above and below the 
line of the QRS in lead 2 was usually altered 
but there was no regularity in the direction. 


ies 


* . -~ 


FIG. 1. Case 2. Lead 2? before (upper tracing) and after 
rhythm. Note, particularly the change in the T wave. 
In this, as in the subsequent electrocardiograms, ordinates 


terval) are due to vagal stimulation which 
atropine is known to remove. 

Clinically it is known that antimony softens 
the pulse. This appeared to be so in these cases. 
In Case 3 the blood pressure was reeorded as 
115/77 before the injection of tartar emetic, 
%5-100/75 one-half hour after, and at the end of 
one hour (twenty-five minutes after atropine 
1.350 gr.) it was 100-105/78. 


AURICULAR FIBRILLATION 


The effect of tartar emetie was tested upon six 
patients in whom auricular fibrillation was pres- 
ent. In three the underlying heart affection 
was rheumatic heart disease with mitral stenosis, 
in two it was arterioselerotie heart disease, and 
in the last it was of uncertain origin, probably 
syphilitie. In each the heart was already un- 
der the influence of digitalis; care was taken to 
select cases in which a high degree of heart fail- 
ure was no longer present. The drug was given 
by month; the dosage and results are recorded 
in Table 2. The effect on the heart rate (i. e., 
that of the ventricle), as might be expected, was 


(lower tracing) administration of tartar emetic in normal 


second. 


= tenths of a millivolt, and coarse abscissae 0.2 

There was a tendency for a slight increase in 
the height of Ts. This was manifested by a de- 
crease in the degree of inversion which was 
usually present and probably a digitalis effect. 

The spread of the T wave and the duration of 
the S-T interval could not be determined in all 
the cases due to the superimposition of the ir- 
regular waves so often present in the electrocar- 
diogram of auricular fibrillation. 


Perhaps of greatest interest was the effect of 
the tartar emetie on the rate of the circus mo- 
tion in the fibrillating auricles. As is well 
known, in many electrocardiograms there is not 
sufficient evidence of auricular activity to make 
it possible to estimate with sufficient if any ae- 
curacy the rate of the circularly travelling wave 
in fibrillation of the auricles. Consequently I 
selected eases which the electrocardiogram 
showed to be auricular fibrillation with coarse 
oscillation (often termed flutter-fibrillation or 
impure flutter). It appeared that a distinet 
slowing of the rate of the cireus motion oe- 
eurred. This was confirmed by the use of leads 
directly from the chest wall according to the 


. 
‘ 


| 
| 


1156 ACTION OF TARTAR EMETIC ON THE HEART—REID 


Boston M. & S. Journal 
Decem 


described by Lewis, Drury and Ilieseu®; the 
sagittal plane was used. As is known, when 


the electrodes are placed on certain loeations on 


ber 18, 1924 


and it remained after the administration of tar- 
tar emetic. Slight changes in contour of the 
ventricular complexes may be noted after tartar 
emetic in both the ectopic and normal beats. 


TABLE 2 
Tuk Errect or Tartar Emeric, Given Oratty, ON HEARTS Witt AURICULAR FIBRILLATION 
CASE 4 
\% gr. before 78 21 6.5 ? 
--84 
2 hrs. after > 0.5— 20.5 0.5— 5 1-- ? 
—8 
CASE 5 : 
\% gr. before 70 30 —3 550 
-~-78 
2 hrs. after 73 0 23 t-- —2 1+ §21 29— 
\% gr. 1.5 hrs. later 62 11— 23 7— —2.5 0.5+ 500 50— 
—66 
24 hrs. later 75 20 10— --2 1+ 600 
—82 
Case 6 
\ gr. before 92 10.5 1 375 
2 hrs. after 84 8— 14 3.5+ 2 1+ 333 42— 
\% er. 3.5 hrs. later 78 14-- 12.5 2-+ 2 14 363 12— 
Cask 1 
% er. before 70 9.5 —1.5 410 
—86 
1 hr. after* 85 22+ 10 0.5+ --] 0.5+ 370 40-——- 
—115 
1 hr. after* + 78 6+ 370 
—90 —400 
Case 8 
2/3 gr. before a 54 20 —2 410 
~-93 
1 hr. after aa 55 0.5— 13 7— 0 2+ 380 30— 
—71 
CASE 9 
\% er. before 27 ? ? 395 
1 hr. after + 65 15— 26 1-- ? ? 340 55— 
—75 


*In immediate succession. 

tIn tenths of a millivolt. 

e — sign denotes inversion of the T wave. 

§The chance for error in th 
directly from the chest wall. 


the chest wall a much more favorable record is 
obtained of the auricular activity. Figures 2 
and 3 are electrocardiograms so taken. 


VENTRICULAR EXTRASYSTOLES 


Extrasystoles of ventricular origin happened 
to be present in Cases 6,7, and 8. There was no 
apparent change in their frequency. In Case 8 
(see Figure 4) digitalis coupling was present 


ese figures is considerable save in the last five electrocardiograms, in which the leads were 


COMMENT 


Other details of the electrocardiograms were 
measured and compared, but since the results 
were essentially negative, I will refrain from 
burdening the reader with a recital of the data. 
The results obtained are consistent with the 
work of Weiss and Hatcher in that there is evi- 
dence of stimulation of the vagus nerve and this 


method of Einthoven, Bergansius, and a | 
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FIG. ase 9 
per with Fig. 3 


Auricular ay before tartar emetic. 
). (Chest leads used.) 


The rate of the circus motion in the auricle is about 395 
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FIG. 3. 
is about 340 


Case 9. 


per minute (55 less 


Auricular 


est leads 


ng one hour after tartar emetic gr. 1. 
n in Fig. 2). (Ch used. 


The rate of the circus motion in the auricle 
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was so largely removed, in the single case tested, 
by atropine. But not all are explicable as the 
effect of vagal stimulation. The T wave is in- 
creased in height, an effect opposite to that of 
diyitalis, and some observers would attribute most 
of the action of digitalis as due to stimulation of 
the vagus nerve. The slowing of the rate of 
the cireus motion in the auricle resembles that 
following the ingestion of quinidine and again 
this action is the reverse of that resulting from 
digitalis’. Lewis and his eco-workers* have 
shown that vagal stimulation accelerates the 
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in two to three minutes of the starting of the in- 
jection. Considerably later slight to moderate 
nausea was present. Case 7 was disturbed to 
the extent of moderate retching; Case 8 was af- 
fected similarly but to a lesser degree ; atropine 
was given to neither as the need was slight and 
it was thought to lessen the chance of the rever-. 
sion of the cardiae rhythm to normal. Case ; 
experienced far more discomfort from the use 
of atropine than from the tartar emetic. It 
should be mentioned that the cases of normal 
rhythm on which I was enabled to observe the 
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Case 8. Lead 2 before (upper tracing) and one hour after (lower tracing) tartar emetic gr. 2/3 In auricular 


FIG. 4. 
nu. -illation with ventricular extrasystoles. (Chest leads used.) 


syeed of the circulating wave in the auricle. 
Consequently it seems reasonable to believe that 
the action of tartar emetic on the heart is only 
purtly by way of stimulation of the vagal nerve 
e..dings®. 

It is appreciated that all observers are not in 
azreement regarding the exact significance of 
the T wave of the electroeardiogram, but that it 
is concerned with the dying out of the excitation 
wave in the ventricular musele and is a com- 
posite of right and left sided effects seems set- 
tlhed. In accordance with this it would appear 
that an alteration in the T wave indicates some 
change in the course of the excitation wave in 
the ventricular tissue. Alteration in the T wave 
in electrocardiograms taken after the adminis- 
tiation of tartar emetic has been recorded in 
this paper, but I do not feel safe in coneluding 
therefrom that the drug acts directly on the 
heart musele as well as on the nerve endings. 

A word about the symptoms noted in these pa- 
tients. Those of the first group experienced a 
sensation of mild constriction of the throat with- 


action of intravenous tartar emetic were receiv- 
ing a course of such injections and the dose was 
worked up from a small one according to toler- 
anee. <A synergistic effect of tartar emetic and 
digitalis in the pro luetion of retching is quite 
conceivable in Cases 7 and 8. The effect of the 
drug appeared to be at its height within the 
first two hours and gradually wore. off. After 
the lapse of twenty-four hours there was little 
if any evidence of the tartar emetic. 

It is realized that this study of the action of 
tartar emetic is incomplete; there are many 
points that have been untouched. I will sug- 
gest a few. In order to ascertain if the drug 
is of practical value it may well be tried in some 
other arrhythmias of the heart, more particu: 
larly those of auricular origin. It would be de 
sirable to observe and perhaps study electro- 
cardiographically the mechanism of death in 
cats subjected to fatal doses of tartar emetic, as 
in the experiments of Weiss and Hatcher. In- 
formation should be obtained regarding the ac- 
tion of small doses repeated over a longer period 
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of wed an. One 
would like to know something of the effect of 
tartar emetic on hearts in which the auricles are 
fibrillating and to which digitalis has not been 
given; larger doses might be tolerated before the 
stimulation of the vomiting centres is sufficient 
to produce symptoms. 


SUMMARY AND CONCLUSIONS 


Tartar emetic was formerly popular as a cir- 
eculatory sedative. 

Its action has been studied electrocardiograph- 
ically in a small group of clinically normal 
hearts, and in others affected by auricular fibril- 
lation and ventricular extrasystoles, respec- 
tively. 

The most noteworthy effects are: Reduction in 
the heart rate, prolongation of the P-R inter- 
val, increase in the height of the T wave, and 
slowing of the rate of the circulating wave in 
auricular fibrillation. 

It is believed that the effect is cnly | in part 
due to stimulation of the vagus nerve. 


‘either of the arrhythmias, auricular fibrilla- 


tion and ventricular extrasystoles, were abol- 
ished. 


Although nothing was achieved of value to 
the patients tested it is felt that there is yet 
prospect that further investigation may suggest 


some practical use for tartar emetic in cardiac 
therapy. 
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IMPLANTATION TUMORS OF ENDOMETRIAL TYPE 


BY ¢. R. ABBOTT, M. D., F. A. C. S., CLINTON, MASS_ 


Tue tumors formed by the growth of aberrent 
endometrial tissue have been well considered in 
the past by Cullen of Baltimore, and more re- 
cently in a newer light by Sampson of Albany. 


FIG. 1. Case 1. Photomicrograph (X60) of section of tumor. 


The subject matter as contained in the original 
papers of these workers has much to commend it 
to the attention and attentive perusal of all sur- 
geons. 


It would be superfluous to include in this ar- 
ticle a detailed review of these publications. 

This paper is, therefore, mainly a report of 
two cases of tumors arising in the abdominal 
sears following Caesarean section, in which it is 
fair to assume that the growths had as their 
origin the accidental transplantation of en- 
dometrial tissue at the time of operation. 

Cullen has described the existence of adenomy- 
oma in the recto-vaginal septum, the pelvie and 
adjacent organs, and rarely elsewhere, whose 
structure was identical with the lining of the 
body of the uterus. 

The recent work of Sampson has brought 
about renewed interest in the subject, and his 
contribution is considered to be not only a major 
one to gynecology but also an addition to our 
knowledge of the formation of tumors_ingen— 
eral. He believes that-emtomictrium, either be- 
nign or malignant, escaping through the patent 
Fallopian tube at the time of curettage, other op- 
erative manipulation, difficult menstruation, and 
so forth, may grow on nearby organs especially 
on the ovary, there tending to assume renewed 
activity perhaps with eystie growth; the ovary 
acting many times as a local disseminating cen- 
ter. In March, 1924, he reviews the subject at 
length, elaborafing on his previous publications, * 
and ineludes a report of two cases of adenoma 
of endometrial type found in abdominal scars 
after incision of the uterus, and adds three more 
eases collected from other surgeons. 

In the course of experimental work on rabbits 
Jacobson has demonstrated the successful growth 
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of transplanted endometrium and found that 
their growth took place as Sampson had de- 
seribed. 

So there seems to be positive ‘proof that en- 
dometrium can grow on foreign soil. The fol- 
lowing two cases of this nature have come under 


my observation. 
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terminated by high Caesarean section at term. Pa- 
tient has also had uterus emptied twice since for 
pernicious vomiting of pregnancy. A year ago the 
tumor in the abdominal wall was incised and curet- 
ted. Was in this hospital a short time ago for neuri- 
tis; otherwise has had no treatment here. 

Present Illness: Three months after her Caesare- 
an section she noticed a lump which gradually in- 
creased in size. This was in the mid part of her 


FIG. 2. Photomicrograph (200) of section of tumor, Case 1. 


Cast No. 1. Clinton Hospital. Age—34. Married. 
Admitted—December 29, 1923. Discharged—January 
8, 1924. Well. 

Diagnosis: 
Wall. 

Family History: Negative. 

Previous History: Ordinary children’s diseases. 
Pneumonia at 8 years of age. Has had several at- 
tacks of dry pleurisy, also several attacks of tonsilli- 
tis and neuritis of the arm and leg during recent 
years. Fourteen years ago had an Alexander opera 
tion. Appendectomy 7 years ago and it was done in 
the second month of pregnancy. This pregnancy was 


-Adenoma (endometrial) Abdominal 


Caesarean section scar and apparently quite deep 
down. Lately it has felt more superficial and is 4 
little tender. No pain. Cta. normal. Bowels o. k. 
No loss in weight. 

Phys. Eram.: Thin woman. Pupils—React normal. 
ly. Teeth—Clean. Throat—Tonsils some enlarged 
and irregular. Skin—Ciear. No glandular enlarge- 
ment. Lungs—No rales or areas of abnormal dul- 
ness. Heart—No murmur or thrill; not enlarged. 
Pulse—Good quality. Blood Pressure—130/80. Ab 
domen—Level. Scar in appendix region and also one 
4 inches long in median line above umbilicus. I” 


the mid portion of this scar is a slight elevation. 


, a 4 . 


Volume 191 
Number 25 


IMPLANTATION TUMORS OF ENDOMETRIAL TYPE—ABBOTT — 


Paipation shows a hard growth in the deeper layers 
about the size of an olive. It is not tender or mov. 
able. No hernia. K. J.—Obtained. Legs—Negative. 
Vag. Exam,.: Vagina normal. Uterus in normal 
position and is not fixed to the region of the Caesa- 
rean sear. It is movable. Rectum is negative. 


FIG. 3. Photomicrograph (X60) of section taken from anoth- 
er part of tumor in Case 1, showing tendency to cyst formation. 


Operation: Dr. C. R. Abbott. Assistant-—-Dr. W. P. 
Bowers. 

Elliptical incision around mass including some of 
sear. The tumor was firmly attached to the fascia 
of the rectus muscle and it had a broad base. The 
mass was excised, including the portion of the rectus 


“4 


FIG. 4. Photomicrograph (X60), Case 2, showing glandular 
growth. 


fascia to which the tumor mass was so adherent. 
The tumor mass was roundish and was about an inch 
in diameter. The rent in the fascia was sutured and 
then an anatomic closure of the rest of the wound 


Healing: First intention. 
Complications: None. 
PATHOLOGICAL REPORT 


“Microscopic examination shows in the subcutane- 
ous tissue, scattered singly and grouped, epithelial 


FIG. 5. Photomicrograph (200), Case 2. 
tubules; associated with small cell infiltrations. 
These resemble islands of endometrium. They lie 
in connective tissue. There is no smooth muscle. 
Reference number: 24-10. 

“J. Homer Wricur.” 


Note—August 1, 1924: Well. No recurrence. 


FIG, 6. Photomicrograph (X60) showing cystic tendency in 
Case 2, 


Case No. 2. Clinton Hospital. Age—37. Married. 
Admitted—aApril 8, 1922. Discharged—April 20, 1922. 
Well. 

Diagnosis: Adeno-myoma (endometrial) Abdomi- 


completed. Dry dressing. 


nal Wall. 


>. 
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Family History: No cancer or tuberculosis. 

Previous History: General health good. Had Cae- 
sarean operation about 8 years ago; dead foetus re- 
moved which had spina-bifida. No other childbirths. 

Present Illness: Since last October has felt at 
times a small tumor over the upper part of scar of 
Caesarean operation. At times there would be slight 
soreness, but seemingly no increase in size. 

Phus. Exam.: Obese woman. Reflexes—Negative. 
Heart—Not enlarged, no murmur or thrill. Lungs— 
No rales, no area of abnormal dulness or change in 
fremitus. Abdomen—Inguirmal region negative. In 
the sear of former operation above umbilicus, sur- 
rounded by fat, is a tumor the size of an English 
walnut which is not very movable and not especially 
tender. 

Vag. Ervam.: Negative. 

Operation: Dr. W. P. Bowers and Dr. C. R. Abbott. 

Incision made over the tumor which occupied the 
upper end of the Caesarean section scar. It was 
adherent posteriorly to the fascia in the median line. 
Tumor and surrounding fat removed and some of the 
muscle sheath. Wound closed tightly. 

Healing: Good. 

Complications: None. 


PATHOLOGICAL REPORT 


“Microscopic examination shows a fibroma in which’ 


Boston M. & 8S. Journal 
_December 18, 1924 


are islands ot resembling endemetrian with 
tubular glands. Adeno-fibroma. An unusual tumor 
in abdomen. It is suspicious of malignancy. 

“A further examination of the tumor shows the 
presence of bundles of smooth muscle. This finding 
places the tumor in the class of ‘Adeno-Myoma.’ 

“Reference number: 22-629. 

“J. Homer Wricur.” 


Note—August 1, 1924: Well. No recurrénce. 


BIBLIOGRAPHY 


Sampson, J. A.: Intestinal adenomas of endometrial type. 
Arch. Surs., 1922, v, 217-280, 
Idem: Ovarian hematomas of endometrial type and implan- 
tation adenomas of endometrial type. Boston M. and 8. 
J., 1022, clxxvi, 445-456. 
Idem: Benign and malignant Surg., 
Gyn. and Obs., March, 1924, pp. 287-31 
Cullen, T. S.: Am. Jour. Obs. and Gyn., 3983, “tv, 562. 
Idem: Adenomyoma of the recto-vaginal septum. The Johns 
Hopkins Hospital Bulletin, Vol. xxviii, No. 321, Nov., 


1917. 
Meigs, J. V.: Endometrial a of the ovary. Boston M. 
. 1922, clxxx 1-13. 

Jacobson, V. C.: yt Be of endometrial tissue in 
rabbits. Arch. Sure., 1922, v, 281-300. 

Pemberton, F. A.: Boston M. and 8. J., 1923, clxxxviii, pp. 343- 
344. 

Codman, E. A.: A Study in Hospital Efficiency. Case No. 284. 

Goldstine and Fogelson: Adenomyoma of the rectovaginal sep- 
tum. Sure., Gyn. and Obs., June, 1924, pp. 753-758. 


NEW ENGLAND SURGICAL SOCIETY 


Session of 1924 at Hartford, 
SPLENOMEGALY—REPORT 


Conn., September 26 and 27 
OF CASE WITH UNUSUAL 


BLOOD PICTURE* 


bY DR. GhORGE GRAY 


Aet. 47—farmer—admitted to Hospital 
Monday, May 26th, 1924, with an acute surgical 
abdomen. 

As he and the family spoke very little Eng- 
lish, the history was very difficult to obtain and 
probably very incomplete. 

F.H. Not obtainable. 

P. H. Pneumonia four years ago. Stomach 
trouble long time ago. ‘‘Lots gas—swell up—- 
pain after eat.’’ 

P. I. From District Nurse. Friday last, 
had an attack of abdominal pain, which contin- 
ued intermittently with increasing severity all 
day. He was unable to get up Saturday morn- 
ing. Passed an uncomfortable night. He had 
no nausea or vomiting. In P. M. called the 
doctor, who reports that abdomen was distended 
and that he was very tender in left upper quad- 
rant and that bowels had not moved for several! 
days. Gave him castor oil and bowels moved at 
11 P. M. TT. (District Nurse) at 8 P. M., 97.4; 
at 11 P. M., 99.2. P., 90-100. 

Sunday. He was more comfortable, but the 
abdominal tenderness and distention continued. 

Monday. He was much worse. Looked very 
ill. Pain very severe. Could not take long 
breath. Pulse rapid and of poor quality.  T., 
"4.6. Sent to Hospital on stretcher, accompa- 
by District Nurse. 

P. At Hospital. very sick-looking, 


*Kead before the New England Surgical Society. 


dark complexioned, much emaciated man, with 
a board-like distended abdomen. His ches! 
showed nothing; heart action rapid; pulse of 
poor quality; abdomen greatly distended ; mus- 
cles all spastic; palpation N. G.; flat to percus- 
sion on L. U. Q. and very tender. T7., 99.2; P., 
0%.” 30; WBC, 12,000; RBC, 3,600,000 ; Hem., 

Pre-operative Diagnosis. Not made. It was 
thought the mass in the LUQ might be inflam- 
matory from a slowly leaking ulcer. 

Operation. Left split rectus incision, Came 
directly onto an enormous spleen, adherent to 
the abdominal wall on its outer upper surface by 
rather recent, though well organized adhesions. 
The spleen ‘was removed and this in itself was 
not diffieult, for the pedicle was long and sin- 
gle. The pedicle was full of lymph nodes, size 
of peas to marbles. Part of pedicle with glands 
was removed with the spleen. The oozing from 
parietal wall was considerable troubile- 
some. The whole upper quadrant had to be 
packed and the packing left in. Incision close 
in layers with No. 3 chr. C. G., and S. W. G. in 
skin. About three inches at upper end full of 
wicks. 

Realizing the splenomegaly was unusual in 
the light of the low white count, this was 
checked up again and found correct. 

The whole mass was sent to the Harvari 
Pathological Laboratory together with blood 


smear for their report, which is as follows: 
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NIN Boston M. 8. Journal 
RUBBER INDUSTRY—CRONI December 18, 


PATHOLOGICAL REPORT (L. W. SMITH) 


Spleen. Specimen consists of a spleen and 
five lymph nodes and a blood smear. The spleen 
weighs 2600 grams. Its capsule is brick red in 
color and shows many areas of thickening. 
There is evidence of several infarctions in the 
lower pole of the spleen, these being of long 
duration, as evidenced by the fibrosis. There is 
a mottled appearance noted even throughout the 
capsule suggesting large, grayish white folli- 
cles .6 em. or more in diameter. The spleen 
is sectioned longitudinally and made in two 
gross museum specimens. One is kept for teach- 
ing purposes, the other sent to the museum as a 
gross specimen. On cross section the cut sur- 
face of the spleen presents a very striking ap- 
pearance. What appears to be the follicles are 
present in large numbers and show extreme 


‘hyperplasis, most of them measuring 3-6 mm. 


in diameter. They are grayish white in color 
and rather resistant on cutting. | The splenic 
pulp is a dull brick red in color and shows noth- 
ing particularly diagnostic. As noted grossly 
at one end of the spleen several infarcted areas 
are found, one of these is of very recent origin 
and probably represents an extension of a form- 
er involved area. This might account for the 
acute abdominal symptoms. The lymph nodes 
are enlarged and on section show similar hyper- 
plasia of the follicles. The blood smears 
microscopically suggest no very marked increase 
in the number of white cells, as a rough estimate 
of 10-12 thousand would probably be fairly ae- 
curate. A differential count shows 48% of 
white cells to. be lymphoeytes. No definitely 
recognized myelocytes are found. The general 
appearance of the spleen and lymph nodes 
coupled with the blood findings are more strong- 
ly suggestive of an atypical lymphatic leukaemia 
in the so-called aleukemie phase, than of any 
other condition associated with such marked 
splenomegaly. The size of the spleen is more 
compatible with a myelogenous type of leukemia, 
but the lack of corroboration. The blood prac- 
tically rules this out. Frozen sections of the 
spleen are unsatisfactory from the view point of 
making an absolute diagnosis. The tissue is 
exceedingly cell-rich with very little support- 
ing stroma relatively. The follicular arrange- 
ment is prominent and the cells seem to be most- 


ORIGINAL 


ly of the lymphoid series. A tentative diagnosis 

therefore, of lymphatic leukemia seems justifia- 

ble. A subsequent report will be sent you if any 

additional information is obtained by further 

studies of the histological preparations. 
Subsequent histological sections confirm the 

preliminary report of Lymphatic Leukemia. 

L. W. Smrra. 


SUBSEQUENT HISTORY 


Condition, September 25th, 1924. About su- 
perintending farm work. Thinks weight pretty 
near normal. Really looks pretty well. Only 
complaint weak back. 

Blood. WBC, 13,800. RBC, 5,896,000. Hem.., 
100%-+-. Dif. Count: Neutrophylls, 60%; 
Eosinophylis, 3%; Basophylis, 1%; Large 
Lymphocytes, 20%; Small Lymphocytes, 2%; 
Endotheliocytes, 10%; Myelocytes, 4%; Neu- 
cleated, 2%. 

If it so happened that the blood solution was 
slightly concentrated would this count be prac- 
tically normal? 

Assuming it to be correct, he is accumulating 
a surplus of reds. Why is the white count so 
low, assuming the pathology to be Lymphatic 
Leukemia? Has removal of spleen shut off 
source of supply and does this account for in- 
crease in reds? 

This patient had a very stormy convalescence. 
He lost much blood from oozing. For the first 
few days he suffered from pulmonary oedema, 
lungs full of moist rales. Resp. reaching 50 on 
4th day, and pulse ranging around 130. Cough 
very troublesome. On June 5th the whole in- 
cision blew open. On June 7th we closed it 
with Kangaroo tendon. There was no attempt 
at tissue healing, wound surfaces very pale. In 
a week the Kangaroo stitches gave away and 
from then on the wound was wide open. When 
he left the Hospital on stretcher June 27th, we 
did not expect his recovery. The wound edges 
gaped three inches in widest place, space filled 
by stomach wall and coils of small intestine, all 
stuck together with thick layers of fibrin, 
throughout which small granulations were forc- 
ing their way. At present he has a tough 
leathery scar 21% in. x 4 in. long, not tender. 
He has no digestive disturbance and dejections 


are normal. 


ARTICLES 


BENZOL POISONING IN THE RUBBER INDUSTRY 
' BY HERBERT J. CRONIN, M. D., CAMBRIDGE 


BENzOL poisoning is not uncommon in the rub- 
ber industry. In heavy fume concentration, it 
can be rapidly fatal; in weaker concentrations, 
iT causes symptoms of varying severity. 


USES 


enzol, synonym benzene, is CyHy. It is a 
hydrocarbon derived by the dry distillation of 


coal tar. It has an ethereal odor and resembles 
gasoline in its physical characteristics. The 
commercial type contains toluol and xylol. Ben- 
zine is often confused with benzene or benzo! ; 
but benzine is derived from petroleum distilla- 
tion and is not so poisonous. 

'n the rubber industry, benzol is used as a 


rubber solvent. In the factory with which | 


' 
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was connected, it was employed in the manu- 
facture of rubber cement, and to dissolve the 
rubber compound spread over cloth to water- 
proof it. The cement was mixed in closed 
churns from which there was slight escape of 
benzol fumes. The spreader room was the worst 
hazard. Here rolls of cloth were run through 
a machine which spread a thin coat of the rub- 
ber compound over its surface; then the cloth 
moved slowly over twenty feet of hot steam coils 
and was thoroughly dried by the evaporation of 
the benzol. About thirty-five employees were 
exposed in this room. Tank cars on the rail- 
road and the plant tank reservoir were the other 
hazards. The percentages of benzol in the va- 
rious mixtures varied with the compound. It 
was used in different proportions with gasoline. 


SYMPTOMS 


Headaches, dizziness, gastrointestinal disturb- 
ances, weakness, mental dullness and irritabil- 
ity were the commonest symptoms in the milder 
cases. In severe cases, there was respiratory 
paralysis, cardiac collapse and death. The 
severe aplastic blood conditions with resulting 
hemorrhage did not occur in my cases. In 
chronic cases, benzol can cause marked destruc- 
tion of the blood corpuscles and death result 
from rapid anaemia and hemorrhage. 

The report of a fatal case was: 

Case 1. J. S., age 26, white, American, 

lumber. Previous health excellent. A buried 

nzol tank holding 10,000 gallons had sprung 
a leak. A trench was dug around the tank 
which was situated in an open yard. Pipe fit- 
ters were working in this eight-foot trench locat- 
ing the leak. J. S. was passing through the 
yard and was hailed by one of the pipers to 
come into the trench to assist him tighten a nut 
at the leak. 

He descended into the trench, started to work 
and felt dizzy. He became pale and weak; but 
after a rest, tried again. He immediately col- 
lapsed, was lifted out of the trench by the men 
and recovered sufficiently to walk across the 
yard, a distance of twenty feet. Here he drank 
a glass of water and then again collapsed. He 
was then carried to the first aid hospital and, 
on admission, was dead. About ten minutes 
elapsed from the time he entered the trench till 
his death. His pupils were widely dilated and 
his face was slightly cyanotic. Immediate ex- 
amination of the trench showed a heavy con- 
centration of benzol fumes below the surface of 
the yard. The other workers complained only 
of temporary attacks of dizziness, although they 
had been about the trench for two hours. 


Case 2. W.S., age 23, Russian, white, labor- 
er. Two weeks after the above fatal case, W. S. 
was one of a gang working at the yard level 
shovelling the earth back around the tank. The 
leak had been stopped in the meantime and it 
was thought that most of the benzol had evapo- 
vated. Still there was the characteristic odor 


of benzol in the earth. Fans were placed about 
the hole and a hose with compressed air was 
run into the trench to break up any possible 
pockets of benzol. W. S. said that he got dizzy 
and then collapsed. He was carried to the first 
aid hospital. He had a rapid pulse, was in col- 
lapse, complained of tightness of the ch 
had marked tremor of the arms and legs 

was apprehensive of death. He was given mor- 
phia and strychnine. After a few days rest, 
he recovered from the acute symptoms but dur- 
ing the next four weeks he had attacks of car- 
diac distress coming weekly and lasting three 
days. He eventually recovered. 

Case 3. J. M., age 40, white, Irish, An em- 
ployee of the spreader room. He complained of 
dizziness, headache, indigestion, and weakness. 
He was anaemic and at times mentally cloudy. 
Although advised to take other occupation, he 
would refuse because he said that he could make 
more money on the spreaders. He was given 
effervescent magnesia citrate for his stomach 
and iron for his anaemia. When the spreader 
room closed, he was transferred to another de- 
partment where benzol was not used and his 
health immediately improved. 


Case 4. J. T. S., age 45, white, Ameri 
churn operator making cement. He had sev 
attacks of headache, dizziness and a feeling of 
ascending weakness with beginning collapse. 
He recovered when he was brought into the 
fresh air. Now he works in the room for lim- 
ited periods, taking walks in the yard fre- 
quently. 


Case 5. J. H., age 33, white, piper, Ameri- 
can. While working about the railroad tank 
cars, he became dizzy, had headache, felt weak 
and had visual disturbances. He remained in 
the first aid hospital for a few hours and re- 
covered. 

In the spreader room where the fumes of ben- 
zol were always heavy, the thirty-five employees 
complained bitterly about it. Several of them 
were anaemic, and all were prone to skin infec- 
tions. The general health of this department 
was poor and its employees were frequent visi- 
tors to the plant hospital. It was surprising to 
me that they were able to work in the atmos- 
phere at all; for, when I went into the room, I 
usually became dizzy and felt a constriction of 
my chest. Around the machines, the fumes 
were sometimes so strong that they made me gasp 
for fresh air. 

New employees would be dissatisfied with the 
work and leave after a few weeks. This labor 
over-turn, coupled with layoffs due to slack 
work, broke up the period of continuous exposure 
of any group of men. The men had a great fear 
of benzol and were always ready to complain 
about it. Sometimes the benzol stock used 
would contain impurities that made it even more 
objectionable. These impurities were carbon 


bisulphide, toluol, and xylol. 
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PROPHYLAXIS 


Concentrated fumes are the serious hazard. 
Dilution of these fumes by adequate ventilation 
is the preventive. In our spreader room, there 
was an exhaust that was poorly designed and 
ineffective. Over spreader machines, 
should be a suitable air exhaust that will re- 
move the hot rising fumes. Heavy fumes settle 
to the floor and can be removed by downward 
exhaust. Port holes in the wall close to the 
floor are excellent. Rotation of employment to 
fresh air positions should be the procedure. Yet, 
the men do not desire positions with which they 
are not familiar, and where the wages are not as 


high. Periods of rest in the fresh air are also 
useful. 


TREATMENT 


There was no special treatment for the benzol 
cases. What treatment was given was entirely 


there | Symptomatic. Iron was given for the anaemia, 


magnesia for the gastric conditions, and acetani- 
lide for the headaches. The men were advised 
to change their occupation and usually did so if 
the symptoms were severe enough. The skin in- 
fections were treated with ammoniated mer- 
—T ointment and scrupulous cleanliness was 


383 Broadway, Cambridge. 


THE TECHNIQUE OF CLEFT-PALATE OPERATIONS 
BY BENJAMIN BRABSON CATES, M. D., KNOXVILLE, TENN. 


THE ultimate object of cleft palate operations 
is to secure a firm diaphragm for the roof of the 
mouth, and at the same time leave a soft and flex- 
ible velum. To have such a velum it must be 
free of scars, and maintain its normal muscular 
attachments, otherwise the patient will have dif- 
ficulty in articulation.* 

This soft and flexible velum impiies a mus- 
culature that is intact, occupying the same plane, 
with a common point of insertion, so that sym- 
metrical groups may function symmetrically. 

Any incisions in the velum is followed by re- 
traction of muscular fibres to such an extent, it 
is problematical if they ever unite again on the 
same plane, the defect being repaired by cicatri- 
cial tissue. 

The riddle that has perplexed surgeons in the 
past is due to failure to place symmetrical mus- 
cles in the same plane with a symmetrical at- 
tachment so there may be a homologous fusion 
of tissue to a common tendinous center, since 
there is no bony point of attachment. 

Certain text books on cleft palate in illustra- 
tions show frightful slashes in the velum. Such 
incisions are wholly unnecessary, if tissues are 
properly mobolized. 

Again, as ordinarily illustrated, the muco- 
periosteum is showed mobolized to the posterior 
border of the hard palate and the palate mus- 
cles cut away from the hard palate ‘see Fig. 2, 
Plate 1) flush with the velum, leaving no broad 
muscular surface for suturing to its fellow of 
the opposite side ; so, when closing the cleft, there 
is fusion of muco-periosteum, but no fusion of 
muscular tissue, 

Instead of cutting the muscular attachment it 
should be pushed away from the posterior bor- 
der of the hard palate. This gives a relatively 
broad muscular surface for suturing to its fellow 
of the opposite side, allowing a symmetrical fu- 
sion of the muscles in midline (as in normal con- 


Benjamin B.: American Journal of Surgery, Sept.. 


ditions), which allows the muscles to act harmo- 
niously. 

If one examines a schematic profile of a cleft 
palate after the muco-periosteum has been mob- 
olized to the posterior border of the hard palate, 
it shows the smooth under surface of the muco- 
periosteum continues with the smooth anterior 
surface of the velum, while the muscles of the 


Sagittal Section of Hard Ay Soft — 
A--Short arm of Y or aponeuros muscular component of 
velum detached from posterior of hard M P— 
Muco-periosteum loosened from under surface of hard palate. 


velum are yet attached to the posterior border 
of the hard palate—a lateral y with a long and 
short arm; the long arm representing the muco- 
periosteum ; the short arm representing the mus- 
cles of velum attached to the posterior border of 
the hard palate; the uvula representing the pro- 
jected fusion of the long and short arms. (See 
Plate I, Fig. I.) 

Having then mobolized the muco-periosteum, 
commencing at the alveolus and working towards 
the cleft and as far back as the velum and no 
farther; the muscular attachment to the pos- 
terior border of the hard palate is then pushed 
off the bone with elevators.. This done, it is an 
easy matter to split the velum with a long han- 
dle, thin bistory to the tip of the uvula. It is 
easier to split the velum and uvula and do it 
with precision than to pare its edges. To pare 
the edges of the flaps in cleft plate operations 
is a waste of valuable tissue and time consuming. 


| 
PLATE 1 — 
FiG.2 OF MOBOLIZING 
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Cleft palate work should be done with all due 
regard to conservation of tissue. Except for 
splitting the edges of the velum and uvula a 
knife has no place in cleft palate operations; 
the mobolization of the flaps should be done with 
the proper periostiotomes. 

Having prepared the flaps we now come to the 
next most important step in cleft palate work— 
the introduction of the sutures; because if not 


Plate 2 


A—Short arm of Y, or aponeurotic-muscular component of 
velum. B—Split edge of uvula. C—Tension and coaptation 
silver wire suture. 


properly introduced there will be no union and 
of course failure. 

I use No. 30 silver wire on a small Hagedorn 
needle. Introducing the needle on the under 
surface of the flap at the junction of the muco- 
periosteum and the velum 14 to 5/16 of an inch 
from the edge of the cleft, carry it through—in- 
cluding the short arm of the y, which arm is the 
aponeurosis or velum muscles on said side— 
across to and through the short arm of the y of 
the opposite side, to, and through to under sur- 
face of muco-periosteum of same side 14 to 5/16 
inch from edge of the cleft, then through muco- 
periosteum of same side 1/8 inch from edge of: 
cleft to a corresponding point on the opposite 
side. 

This wire is then twisted laterally to the edges 
of the cleft, making a right angle mattress su- 
ture. This suture, which acts as a retention and 
approximate suture, turns up broad raw sur- 
faces for fusion, also leaves an elevated raphe on 
the upper and under surfaces of the flaps. 

It brings muco-periosteum in contact with 
muco-periosteum, and muscle in contact with 
muscle; places the muscles in the same plane, 
gives them a central point of attachment so they 
may function symmetrically. 

A second right angle suture is placed about 
5/16 inch posterior to the first and two or three 
in front. Two or three fine silk sutures are 
placed in uvula as required. Two or three fine 
silk sutures may be placed forward between the 
wire sutures. 

After the sutures are placed, and in order to 


relieve the tension on the sutures and stop any 
hemorrhage, I pack small ribbons of gauze in the 
openings between the alveolii and the muco-peri- 
osteum, and bring the free end of the gauze out 
at angle of the mouth and fasten it to the cheek 
with adhesive plaster. 

This gauze crowds the muco-periosteum 
towards the median line, and prevents retrac- 
tion of the flaps by tiring them out. 

These gauze packs are kept in four or five 
days. I have kept them in eight days or longer 
if they are kept sweet. These packs may be kept 
sweet and free of odor if the upper—through nos- 
tril—and lower surfaces of the flaps are sprayed 


PLATE = 


Showing a suture forming common tendinous center for fusion 
of symmetrical muscles. 

A—Tension and approximation suture to approximate sym- 
metrical muscles in a common tendinous center. B—Fine silk 
sutures approximating the split surface of uvula. 


twice daily with 1% each of Gentian Violet and 
Brilliant Green in 95% alcohol. 


SUMMARY | 
_ The crux of a successful cleft palate operation 


is: 

Ist: To thoroughly mobolize muco-perios- 
teum, and velum muscles from the posterior bor- 
der of the hard palate. 

2nd: To recognize the importance of a sym- 
metrical fusion of homologous tissue in a com- 
mon tendinous center to get the best functional 
results; the symmetrical fusion of homologous 
tissue enables the patient to codrdinate the mus- 
cles to a better advantage, as in articulation. 

3rd: This symmetrical fusion of homologous 
tissue is possible and depends upon the intro- 
duction of the proper suture at the proper place. 

4th: The gauze strips are a distinct advan- 
tage and should be worn as long as possible, be- 
cause they tire out the flaps and relieve tension 
on the suture line. ' 

Lastly: If the cleft is complete I do a two 
stage operation; it is safer, and minimizes the 
dangers of the flaps sloughing; it is unnecessary 
to use plates. Unless the flaps are properly mob- 
olized the sutures cut through plates or no plates. 
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It is unnecessary to pare the edges of the flaps 
and is inexcusable to make long slashes across 
the velum. 

Thorough mobolization of the flaps and the 
proper placing of the sutures in the flaps is the 
keynote in successful cleft palate work. 


BOOK REVIEWS 


Goiter: Nonsurgical Types and Treatment. By Dr. 
IsRAEL Bram. Published by the Macmillan Com- 
pany. 


It is rare that a reviewer finds the views expressed 
in a book so completely at variance with his own, 
and in this instance with those of the general medi- 
cal public, that he is almost at loss how to begin 
the criticism. The book is a general condemnation 
of the present-day method of treating toxic goiter. 
The author advocates the complete scrapping of the 
methods used today, with substitution of the meth- 
ods proposed by him. He publishes no statistical 
studies of any group of cases in support of these 
radically destructive views and substantiates his 
claim almost solely with the statement that he has 
been almost universally successful in his cases by 
treating them without surgery or X-ray. 

As an example of the indefiniteness of the book 
in general and particularly as to the treatment rec- 
ommended, the reviewer recommends to the reader 
the three paragraphs under the heading “Individu- 
alization in Treatment,” on page 273. Two sentences 


_in the third paragraph are quoted: “The armamen- 


tarium of the physician must be ample enough to 
enable him to discover a set of remedies applicable 
to the case in question, which remedies will act 
in a more or less specific fashion in the patient in 
accordance with individual indications. He must 
endeavor to eliminate through therapeutic agility 
the causal factors, break up causal relationships and 
vicious circles, overcome the most distressing symp- 
toms, and thus actually effect recovery from the syn- 
drome.” The very simpleness of the method makes 
one marvel that the method has not made a greater 
place for itself in the present-day world of medicine. 

Again, under the heading “Electricity” we find two 
sentences which are typical of the inaccurate tone 
of the book: “We must emphasize that electricity 
at its best is an excellent supplement to more sub- 
stantial measures employed in the management of 
goiter patients. If properly applied it is harmless, 
and, while in most patients it may not do good, in 
many instances the period of general treatment is 
considerably abbreviated.” 

Following the above comes the recommendation 
of the goiter binder, a neck belt, so to speak, devised 
by the author, which produces beneficial pressure 
on the goiter and is worn during the night, an illus- 
tration being shown. The reviewer doubts that such 
a method of treatment has any real value. 

An excellent summary of the theories as to the 
cause of exophthalmic goiter appears in Chapter VIII. 

Although the reviewer has had the opportunity 
of observing a considerable number of goiter cases 
he has not reached that state of optimism regarding 
his diagnostic ability where he would agree with the 
statement appearing at the top of page 236: “In com- 
menting upon these points it might be stated that 
the experienced internist who has had a large series 
of Graves’ disease patients under observation has 
little use for the calorimeter as an asset to his work.” 
Few thyroid clinics would care to risk their judg- 
ment on borderline cases without a metabolism re- 
port. 

As might be suspected from its title, the pervading 
theme of the book is a contention against surgery. 
On page 267 we find the statement: “Aside from the 
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considerable mortality rate of surgical interference 
with the hyperplastic thyroid, patients surviving 
thyroidectomy are worse off than those whose thyroid 
has not been tampered with by the knife.” What 
simple souls indeed the people are, not only to sub- 
mit themselves to destruction and mutilation but so 
trusting that most thyroid clinics are able to utilize 
the operated patients as decoys to attract a number 
of other simple souls to be likewise submitted to 
havoc and disaster. At least the author must give 
those of us who are occupied thereby full credit for 
making our victims like it. 

To continue the criticism page by page would 
— the writing of a book of almost equal 
size. 

The book is to be condemned because it attempts 
to tear down methods of treatment in toxic goiter 
which up to the present have been proven by exten- 
sive employment and statistical study to be of real 
and lasting benefit, and attempts to substitute an 
individual's views, supported only by the citation 
of a few successful cases and the author’s statement 
that his method has been successful in his hands. 


Lang's German-English Medical Dictionary. Edited 
and Revised by Mitton K. Meyers, M.D. Third 
Edition Enlarged. Published by P. Blakiston’s Son 
& Co., Philadelphia. 613 pages. Price, $7.00. 


The third edition of Lang’s German-English Medi- 
cal Dictionary is at hand. This edition contains 
approximately 53,000 definitions, which is 4000 more 
than the previous edition contained. In addition to 
words pertaining to medicine and the allied sciences 
the dictionary contains numerous terms frequently 
encountered in medical literature which have a gen- 
eral rather than a technical application. The book 
is well printed and clearly arranged and should be 
a great help in translating German medical literature. 


The Romance of a Living Temple. By Freperick M. 
Rossiter. Pp. 254. George Sully & Co. 


Written with a motif appealing to mature minds, 
in a style suitable to grammar school children, this 
book affords an excellent example of “writing down” 
to the assumed low level of ‘intelligence of lay 
readers. 

In a desire to make striking statements and liberal 
use of allegory, the author occasionally takes unwar- 
ranted liberties with fact. Thus, “alcohol causes 
many incurable diseases of the liver.” “When you 
drink tea you are bringing a thief into the living 
temple.” 

Dr. Rossiter’s aim is praiseworthy, but his book 
savors somewhat too much of the old style religious 
tract and best belongs on the shelves of a Sunday 
school library. 


Medical Quotations from English Prose. By Joun H. 
Linpsey, M.D. Boston: Richard G. Badger, Pub. 
lisher. The Gorham Press. 1924. Pp. 298. 


Dr. Lindsey’s volume contains quotations of medi. 
cal interest from the works of Sir John Manderville, 
Sir Thomas Moore, Francis Bacon, Robert Burton, 
Sir Thomas Browne, Samuel Pepys, Jonathan Swift, 
George Berkeley and Lawrence Stern. A short 
sketch of the author, with his picture in many in- 
stances, precedes the quotations and adds to their 
interest. 

By far the larger portion of the book is devoted 
to quotations from the Great Diarist. Many of these 
have some reference to the ravages of the plague. 
of which Pepys gives such a vivid account. 

Perhaps one of the most interesting extracts from 
Pepys’ Diary is that recording a talk of the Diarist 
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with Dr. Croone, in which the latter speaks of a 
recent transfusion experiment. 

Extract from the diary of November 14, 1666: 

“To the Popes Head, where all the Houblons were. 
and Dr. Croone. Dr. Croone told me that at the 
meeting at Gresham College tonight, which it seems 
they now have every Wednesday again, there was 
a pretty experiment, of the blood of one dog let out. 
till he died, into the body of another on one side, 
while all his own run out on the other side. The 
first died upon the place, and the other very well, 
and likely to do well. This did give occasion to many 
pretty wishes, as of the blood of a Quaker, to be let 
into an Archbishop, and such like, but, as Dr. Croone 
says, may, if it takes, be of mighty use to man’s 
health, for the mending of bad blood, by borrowing 
from a better body.” 

Many of the quotations from the various authors 
will delight the medical reader, as the following from 
Swift’s “Gulliver”: “But besides real diseases we are 
subject to many that are only imaginary, for which 
the physicians have invented imaginary cures.” 

These “Medical Quotations” are sure to be widely 
read and enjoyed by a large circle of medical and lay 
readers. 


Diseases of the Eye. By Grorce E. DeScuwenirtz, 
M.D., LL.D., Se.D. Tenth Edition. Cloth. 865 
pages, 434 illustrations, 7 colored plates. W. B. 
Saunders & Co. 1924. 


The ninth edition contained 832 pages, 415 illus- 
trations, 7 colored plates. 

The new edition has been thoroughly revised, re- 
set, reprinted, and recopyrighted. Many important 
observations appearing in ophthalmic literature dur- 
ing the past three years have been incorporated. 
The recent knowledge gained by means of slit lamp 
investigation has been included in this volume, tak- 
ing the form of a new paragraph in association with 
the description of the diseases and lesions suited to 
this type of examination. 

The following subjects are referred to for the first 
time: Diaphragm Lamp (Gullstrand); Contact Illu- 
mination; Binocular Visual Acuteness, and Illumina- 
tion and Acuteness of Vision; Sunlight as a Source 
of Illumination in Ophthalmoscopy; Simple Centric 
Ophthalmoscopy (Gullstrand); Agricultural Con- 
junctivitis (Patton and Gifford); Uveoparotitis; Her- 
nia of the Vitreous; Senile Changes in the Optic 
Nerve; Temporary Amaurosis in Infants; Butyn; 
Subconjunctival Excision of Pterygium (Ziegler); 
Tendon Transplantation; Muscle Recession with 
Scleral Suturing; O’Connor’s “Cinch Shortening” 
Operation. 

The following were mentioned previously but have 
now been elaborated upon: Ophthalmoscopy with 
Red Free Light; Striate Clearing of Corneal Opaci- 
ties; Extraction of Cataract by Suction (Barraquer’s 
method). 

In certain parts of the book there has been a re- 
arrangement of paragraphs and additions to the 
subject matter inserted at the end of paragraphs. 

Some of the old illustrations have been taken out 
and about 25 new ones have been added. 

Dr. Edward Jackson has rewritten his section on 
Skiascopy. 

- In short, this textbook can be recommended as a 
thoroughly up-to-date treatise on the subject of Oph- 
thalmology. 


Hugiene and Public Health. By Georce M. PRICE, 
M.D. Third edition. Pp. 306. Lea & Febiger. 


This volume is a fairly successful attempt to sum- 
marize the essentials of hygiene and public health. 
It would be of value to practitioners as a review and 
a reminder of the various public health problems 
facing them, and would be a useful handbook for 


sanitary agents of the smaller boards of health or 
public health nurses. 

All phases of the subject are taken up more or less 
concisely, and considerable detailed information is 
given regarding the commonly used tests. However, 
the section on vitamins is very scanty and contains 
some errors. 

A list of questions at the end of each chapter is 
useful for review purposes. 

Though excellent as a handbook it is by no means 


—" to Rosenau’s well-known text in practical 
u y. 
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CASE 10511 
MepicaL DEPARTMENT 


An English janitor of  fifty-nine entered 
June 21 complaining of dyspnea and pain in 


the legs. 
H. Good. 
P. Hi. Except for measles and chickenpox in 


childhood he had always been healthy until a 


vear and a half before admission. He had 
many headaches as a young man. — IlLis bowels 
were somewhat constipated, requiring salts 


every other day. Ten years before admission 
he used to have frequent and severe attacks of 
yout. Kor three vears he had had none. 


Habits. We formerly took six to eight glasses 
| of whiskey a day. Since the present illness 
he had taken one or two tablespoonfuls the last 
thing at night. 


P. I. Five or six years before admission he 
had an attack of ‘‘bronchial asthma.’’ After 
this he became short of breath more easily than 


before. A year and a half before admission 
he had pneumonia. Sinee this attack the 


dyspnea had grown steadily more severe. He 
had been unable to work, and had been confined 
to bed most of the time. A year ago he had an 
attack of anuria. Ulis face and extremities be- 
eame greatly swollen and his abdomen much 
distended. For six months he required eathe- 
terization. During this time he had severe head- 
aches and blurred vision and was very drowsy. 
Since that time he had been able to urinate but 
had been troubled with very severe constant 
| burning irritating pain in his legs, keeping him 
awake at night. His legs were always wet 
i from ‘‘fluid pereolating through from the in- 
side’ - For the past few months he had been 
unable to get up at all. He had fairly fre- 
guent sndden attacks of knife-like precordial 
voin often waking him out of sleep and caus- 
inv him to ery out and double up in agony. The 
radiated to the left shoulder and down 
ibe leff arm to the elbow. He sometimes had 
‘our attacks in one day, other days none. He 
lai severe paroxysms of dry hacking unpro- 
ductive cough, usually at night. 


P. E. An obese elderly man with rapid la- 
bored breathing. Skin of the lower abdomi- 
nal wall and lower legs had become eczematized. 
Sparse axillary and pubie hair. Moderate 
cyanosis of the mucous membranes.  Sclerae 
icteric. Many teeth missing, many more broken. 
Moderate pyorrhea. Posterior pharynx in- 
jected. Heart appeared enlarged, though per- 
cussion was difficult. Measurements re- 
corded. Apex impulse not found.  Aetion 
regular. Sounds faint. A faint systolic mur- 
mur over the aortic area.  Radials palpable. 
B. 180/120-225,130. Lungs. Musical and 
moist rales throughout front and back. Slight 
dullness and diminished breath sounds at both 
bases posteriorly. Abdomen. Obese, flabby. 
It had been tapped three times. Edema ob- 
secured a fluid wave. Genitals not recorded. 
Extremities. Marked pitting edema of the 
lower legs and thighs, including the lower por- 
tion of the abdominal wall, the penis and the 
scrotum. Slight edema of the fingers and 
backs of the hands. Pefleres of the lower 
extremities could not be tested because of ten- 
derness and great edema. Pupils reacted slug- 
gishly to light. 

T. 97.8°-101.7°. After July 2 not remark- 
able except for terminal rise. P. at entrance 
120, gradually falling to 78, July 4 a terminal 
rise to 120. R. 60 the evening of admission, 
falling steadily; after June 25 18-33, with one 
rise to 45 July 2. Urine. Amount norma! 
when recorded, sp. gr. 1.014-1.018, neutral at 
one of six examinations, a very slight trace to a 
trace of albumin at all, 8-40 leucocytes per high 
nower field at four, rare red blood cells at three, 
20-30 at another, (no catheter specimen). 
Biood. Ugb. 100%, leueoeyvtes 11,000-19,400, 
polynuclears 78%, reds normal. Wassermann 
negative. Non-protein nitrogen June 21 60 
mem. July 7 54 mgm.  Electrocardiogram. 
Auricular premature beats. Rate 70. Sinus 
arrhythmia. Report of skin consultant. ‘‘Prob- 
ably a dermatitis due to the patient’s toxie con- 
dition. Reeommend zine oxid wash* and 
paste*®,’? 

Orders. June 21. Soft solids without salt. 
Limit fluids to 5 60. Morphia gr. 1/6 s.c., re- 
reat once in an hour if not comfortable. (Re- 
neated twice.) Digifolin gr. ivss intramuscu- 
larly. Codeia gr. 4% every three hours p.r.n. 
and digitalis gr. iss by mouth, gr. iii by mouth 
if rate remains above 90 at 3a.m. June 22. 
Codeia gr. %. The same order repeated daily 
vntil June 24, then every two or three cays. 
Nitroglycerin gr. 1/100 under tongue for angina 


attacks. June 22. Digitalis gr. iii at 8 and 
10 p. m. June 23. CaCl. (37.5% solution) 
2 Body weight. Careful measurement 


intake and output. Digitalis gr. ivss. June 
°4. Digitalis gr. iss 2 id. Diuretin gr. v by 
mouth. June 26. Diuretin gr. x tid. p.c. 


*7ine oxid 3 ii, calamin 3 i, glycerin 3 ti, phenol minims x* 
water to make § vii. 


**Zine oxid 5 ss, amy! and petrolatum each § ss. 
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June 30. Whiskey 5 i at bed time. July 1. 
Digitalis gr. vi daily. Calcium chlorid 37.5% 
solution, 5 ii 4 id. July 4. Deodorized tine- 
ture of opium minims xv. July 4 and later 
morphia gr. 1/6 s.c. every three hours p.rn. 
July 7. Theobromin gr. x t.i.d. by mouth. 


Following the advice of a heart consultant 
who believed that the chief problem in making 
the patient comfortable was to tip the water 
balance, calcium chlorid was used as a diuretic, 
following the successful administration report- 
ed in recent publications from the Mayo Clinic. 
The patient failed steadily and July 10 died. 


DIscUSsION 
BY DR. RICHARD C. CABOT 
NOTES ON TIIE HISTORY 


We shall be interested to see whether gout, 
which is supposed to be ordinarily a permanent 
lesion when once it attacks the body, still shows 
any symptoms here., It is becoming excessive- 
ly rare in this country. It has never been com- 
mon, and at times we get a little skeptical as 
to whether there ever was any such thing as 
gout. On the whole [ think we maintain that 
there is. In England it is still one of the most 
popular of diagnoses. 

At fifty-two ‘‘bronchial asthma’’ is highly 
improbable. It practically never begins at that 
age. On the other hand, attacks of dyspnea 
due to the heart or kidney and mistakenly 
thought to be due to bronchial asthma are ecom- 
mon at that age. 

Presumably he had some local genito-urinary 
lesion, didn’t he, Dr. Young? 

Dr. Youne: T should suppose so, if he had 
to be eatheterized. 

Dr. Canor: Tis kidney was probably also 
involved. We shall ask Dr. Taylor soon about 
this pain in the legs. It is going to be outside 
of my knowledge, I am quite sure, 

Apparently there was edema so extreme that 
it broke through the skin. as it does in extreme 
cases. 

What have we so far, before the physical ex 
amination? We have good evidence of angina 
pectoris, good evidence of failing heart from 
some cause, and probably of some nephritis. The 
source of his pain in the legs T am not yet 
clear about. 


NOTES ON THE PHYSICAL EXAMINATION 


The eczema was, | suppose. the cause of the 
weeping lesions of his legs, rather than the 
breaking through of edema. 

A Puysictan: Does the edema aceount for 
the pain in the legs? 

Dr. Casot: Not so far as I know. T have 
seen a great manv cases of edema and do not 
remember pain. One gets tenderness along the 
shins, but not spontaneous pain. 


The high blood pressure is of course the most 
important fact yet recorded. 

There is edema of the lungs presumably. 

They thought there was a fluid wave due to 
ascites. He had been tapped three times, 
which pretty nearly proves that it was there. 

We have to assume that the pupils react nor- 
mally to accommodation, though that is not 
stated. 

During the last week he had normal temper- 
ature except for a terminal rise... 

Apparently the urine gravity did not vary 
beyond four degrees in six examinations, which 
shows a tendency to fixed specifie gravity. Even 
though they did not take it day and night 
(i. e., with and without fluid ingested) we see 
they did include specimens taken at different 
times. In a man a catheter specimen is not im- 
portant. 

There is no important trouble in the blood. 

The non-protein nitrogen is high, but not 
very high. I have often seen it as high as that 
without nephritis. 

The electroeardiogram shows extraordinarily 
little. 

The only ‘‘toxic’’ condition is a_ possible 
uremia. I do not know whether there is a ure- 
mie dermatitis. I wish we could ask a skin ex- 
pert about it. 

Calcium chlorid they are trying out now on 
kidney cases, very unsuccessfully. 


DIFFERENTIAL DIAGNOSIS 


He died essentially of hypertension and its 
results in hypertrophy and dilatation of the 
heart, its results in arteriosclerosis, I suppose, 
though he is only fifty-nine, its results in pas- 
sive congestion of all the organs. ‘The inter- 
esting question is, what about his kidneys? 

The renal examination is incomplete. We 
ought to know about the gravity of his urine 
at different times of day, with and without 
water-drinking. We ought to have a function- 
al test. Why those were not done | do not 
know. There was plenty of time. So that our 
inferences about the kidney are handicapped by 
the lack of data. The most serious thing against 
the kidney is the history of trouble with his vi- 
sion at times (we do not know what his fundus 
now shows), his having been drowsy, and the 
urine’s having apparently a suggestion of a 
fixed specific gravity. None of those sep- 
arately and not all together seem to me enough 
to warrant a diagnosis of nephritis. I cannot 
exclude nephritis. But he has never had ner- 
vous symptoms suggesting uremia; he has had 
no vomiting, though he has had headache. We 
have to say, then, that he has not had many - 
symptoms suggesting uremia, in recent times at 
any rate. Most of his uremic symptoms were 
not under observation. 

So that TI feel sure of certain things and un- 
certain of others,—sure of a hypertrophied and 
dilated heart without any other important 
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change, the valves essentially normal. I do not 
feel sure of the condition of his kidneys. 

He had angina pectoris. 
about a pathological basis for that? We can- 
not truly say anything. He may have changes 
in his eoronaries and he may not. Even if he 
does have changes in his coronaries it is not 
proof that they have anything to do with the 
angina pectoris. A very large number of peo- 
ple have changes, even extensive changes, in the 
coronaries and have no angina pectoris. Sir 
Clifford Allbutt has maintained that a lesion of 
the adventitia is the essential thing, and that 
we never look for here, so that we never refute 
or verify Clifford Allbutt’s findings. 

Is there anything to suggest syphilis. which 
of course is itself a common cause of angina 
pectoris? I do not see that there is. He may 
have a syphilitic aortitis without any physical 
signs, but I do not see that we can say so. 

So that aside from a big heart and passive 
congestion I am sure of nothing. It is quite 
possible that there will be arteriosclerotic le- 
sions of the kidneys and of the coronaries. 

Dr. Taylor, what about those pains in his 
legs? 

Dr. E. W. Taytor: This is a very vague 
statement. We do not know the character of 
the pain, whether lancinating or merely a sense 
of discomfort possibly from the edema. There 
is no evidence that the man had tabes. ‘‘The 
pupils react sluggishly to light’’ seems to me 
also a vague statement. The limits of the nor- 
mal are so great that I think we ought not to 
attach too much consequence to statements 
of that sort. ‘‘A slow light reaction’’ seems to 
me to mean very little unless carefully checked 
up by persons expert in testing pupils. 
Furthermore the reflexes could not be tested 
because of tenderness, so we get no informa- 
tion from them. There is no evidence, it seems 
tu me, that he had tabes. It would not, of 
course, explain the other matter in any case. 
There was no spinal fluid examination made; 
the blood Wassermann however was negative. 

A Puysic1an: How long may a person go 
with a non-protein nitrogen of fifty to sixty and 
still have no uremia? 

Dr. Casor: I cannot set any limit to it. I 
have known that to persist, or something like 
that, for months certainly. 

A Puysictan: Can you say anything more 
definite as to the etiology of the angina? 

Dr. Caror: I eannot. 

A Puysician: Are there any uniform find- 
ings pathologically? Do they find cardiac 
lesions, degenerations ? 

Dr. Carnot: There are findings, but there 
are not uniform findings. I have just been 


over that question in our own eases and feel 
very clear about it. 


What sre we to say | dj 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Arteriosclerotic and i 

n hypertensive heart 
Angina pectoris. 

Arteriosclerotie nephritis. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Hypertensive heart disease. 
Arteriosclerosis. 
Hypertrophy and dilatation of the heart 
Chronic passive congestion. 
Arteriosclerotic nephritis? 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Arteriosclerosis. 
Arteriosclerotic degeneration of the kidneys. 


2. Secondary or terminal lesions 


Hypertrophy and dilatation of the heart. 
Thrombi of right auricular appendix. 
Chronic passive congestion. 

Ascites. . 

Anasarea. 


3. Historical landmarks 


Cholelithiasis. 
Slight chronic pleuritis. 
Papillary adenoma of left kidney. 


Dr. Richarpson: An enormously stout man. 
The head was not examined. 

The face and neck were purplish. The 
lower extremities were swollen and pitted, the 
scrotum was swollen and pitted slightly, the 
hands were puffy,—anasarea and edema of the 
lower extremities. 

The peritoneal cavity contained 1000 e¢.c. of 
thin brownish clear fluid. The gastro-intestinal 
tract was negative except for reddened mucosa. 

There was slight excess of fluid in the peri- 
eardium, 100 ec. The heart weighed 822 
grams, greatly enlarged. The myocardium 
was thick and beefy. In places there was 
some myocarditis, that is, replacement of mus- 
cle fibre by connective tissue. The coronaries, 
although free and fairly capacious, showed 
seattered along their walls much diffused 
fibrous sclerosis. In the ascending thoracic 
aorta there was a slight amount of fibrous 
sclerosis, but in the arch and the descending 
thoracic, and especially the abdominal portion, 
there was much fibrous sclerosis, and there was 
es in the branches of the abdominal 
aorta. 

The kidneys weighed 382 grams. (Normally 
200-400.) The capsules stripped, tissue 
showed some increase of consistence here and 
there, and the cut ends of the vessels were 
rather prominent,—the picture macroscopically 
of well marked arteriosclerotic degeneration of 
the kidneys. 
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The liver and other organs showed chronic 
passive congestion. The gall-bladder con- 
tained seven stones. The bile-ducts were free 
and the mucosa of the bladder negative. 

In the right auricular appendix there were 
two small thrombi. 


CASE 10512 


MepicaL DEPARTMENT 


A man of sixty-three, very deaf and de- 
lirious, was brought to the Emergency Ward 
dune 28 from a private hospital. No histo 
was obtainable at admission. Later the fol- 
lowing history was given by his wife. The 
chief complaint was pain across the chest, weak- 
ness and anorexia of six weeks’ duration. 


F. H. His mother died of consumption 
when he was a boy. 


P. H. For twenty-five years he had grad- 
ually been losing his hearing. Fifteen years 
before admission he was operated upon for 
stricture. He had ‘‘sciatica’’ six years ago. 
For six years he had had dyspnea on exertion, 
not progressive. For two years he had had pal- 
pitation and throbbing on exertion and constant 
pain referred to the right supraclavicular re- 
gion. He had frequent head colds, more 
marked during the past winter, and frequent 
frontal headaches. He urinated once or twice 
at night. Recent loss of weight was suspected. 


P. I. Except for a recurring scaly and fis- 
suring skin eruption involving chiefly the low- 
er arm and present for many years he consid- 
ered himself well until a year before admission. 
Then he began having severe furunculosis in- 
volving the whole body and including a ‘‘car- 
bunele’’ on the side of his head. This contin- 
ued until four months before admission. While 
it lasted he felt as well as a man with boils can. 
Six weeks before admission while painting a 
cellar he rapidly became weak and had pain 
across the chest and marked loss of appetite; no 
known fever. With rest and medical treatment 
he was able to return to work in a week. He 
felt well until a week before admission, when 
the symptoms returned. A physician found 
his temperature to be 105°. He had very 
severe headache. Since that time he had had 
many severe shaking chills. He was treated 
for several days in a private hospital without 
improvement. | 


P. E. A gray-haired man, delirious, picking 
at the bedclothes and at times attempting to 
sit up or get out of bed. On questioning he 
had no definite complaints. His facial expres- 
sion was that of well-being. On arrival in the 
Emergency Ward he had a temperature of 104°, 
rectal, and a pulse of only 74. Respirations 
somewhat accelerated. Skin hot and dry, fair- 


Ty|and a few hyalin casts. Blood. 


ly good texture. Muscles soft. Mucous mem- 
branes dry and parched. Tongue deeply fur- 
rowed, red and dry. Teeth all false. Heart 
negative except for slow action and sounds of 
poor quality. B. P. 140/70. Lungs, abdomen, 
genitals, pupils, reflexes, and rectal examina- 
tion negative. Extremities. Right metacarpal 
joint and ankle swollen, red and tender, with a 
linear bright red area extending up the medial 
aspect of the leg. 

T. 101°-107.5°. P. 74-114. R. 20-49. Urine 
(catheter specimen), amount not recorded, sp. 
gr. 1.018, a slight trace of albumin, many bac- 
teria of all kinds, many finely granular casts 
Hgb. 100%, 
leucocytes 27,800-31,000, polynuclears 95%, 
platelets rather scarce (artefact?). Blood cul- 
ture. Streptococcus, both tubes. Wasser- 
mann. Insufficient. 


Orders. Soft solid diet. Hot boric poultices 
every three hours to right ankle and leg. Tepid 
sponge every four hours if temperature above 
104°. Morphia gr. 1/6 s.c. every three hours 
p.r.n. Icebag to head p.r.n. 


The patient continued in about the same con- 
dition. He perspired profusely. June 29 he 
died. 


DIscussION 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


This case was seen by Dr. McPeake before 
the patient came in here, so we will try to work 
in what he knows with what we have here. 

He was here less than forty-eight hours. We 
have only the terminal facts. 

‘‘Constant pain referred to the right shoul- 
der.’’ You get that with aneurism sometimes. 

Up to the beginning of the present illness 
there isn’t much in the history. A man of his 
age is pretty sure to notice a little dyspnea, and 
quite likely to notice his heart a little. Then 
there is that supraclavicular pain, but I sus- 
pect that it is not going to turn out to mean 
much. 

The fact that he was able to paint a cellar 
shows that six weeks ago he had pretty good. 
power. Did you see him at that time, Dr. 
McPeake ? 

Dr. J. R. McPeake: Yes. 

Dr. Casor: Was his heart doing well then? 

Dr. McPeake: Yes. He was seen in the of- 
fice and did not seem very sick. 


Dr. Cavor: It was on the 22nd that you 
were first called? 
Dr. McPeake: Yes. As far as I know he 


was taken sick the night before. 

Dr. Casor: Thus the whole illness lasted 
about seven days. 

Dr. McPeake has given me his chart (see il- 
lustration), which you see shows considerable 
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swing. It was what we 
'eall a picket fence temper- 
— ature such as we get with 
purcuenjeviasiei47** malaria and sepsis. It did 


apparently touch nor- 
- mal as a malaria chart usu- 
‘ally does except once in the 
time when Dr. MePeake 
saw him. What was he 
complaining of that first 
day? 

Dr. McPeake: He was 
complaining about the con- 
striction across his chest. 
' It was a very hot day. I 
climbed a ladder to his at- 
‘tie and found him covered 
with three or four blan- 
kets. The bed was shaking. 
It was so hot I couldn’t 
pay much attention to him. 
The next day I went to see 
him and he was down- 
stairs feeling comfortable, 
with a temperature slightly 

under 100°. I thought I 
was through with him. The 
next day he had another attack and the tem- 
perature went up, so I decided I couldn’t take 
eare of him there and brought him in to the 


- 


TEMPERATINE 


2 


SSESSIESS 
I 


hospital. 
Dr. Casor: (Reading from Dr. McPeake’s 
record.) ‘‘Complains of pain through his 


chest, and on the 24th small red spots over the 
chest and the back. Abdomen somewhat ten- 
der. Watery movements of the bowels. That 
same night there was a chill."” Now we have 
got to the 27th. ‘‘Right foot discolored. Red 
blotches. Red area over the veins on the inside 
of his leg. Complains still of pain in his chest. 
Gets out of bed. Irrational. Complains of severe 
pain in his right foot.”’ 

The essential things that we get from these 
notes are that he was irrational, getting out of 
bed, pain in his chest, pain in his right foot, and 
that he had spots on his body and on his foot. 
Dr. MecPeake says there was a similar redness 
on the right hand. Did it run up the arm? 

Dr. McPeaKE: No. 

Dr. Casor: There was no wound or sug- 
gestion of sepsis getting in from the outside? 

Dr. McPeake: I did not see that until the 
25th. I saw this red spot over the lower tibia, 
but there was no cut. 

Dr. Casor: The nurse’s report there speaks 
of red spots. Did you see those? 

Dr. McPeaKke: Yes. 

Dr. Casot: Were they hemorrhages? 

Dr. McPrake: I was looking for hem- 
orrhages, but they weren’t. 

Dr. Caznot: Just patches of erythema? 

Dr. McPeaKe: Yes. 


Boston M. & 8. Journal 
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NOTES ON THE PHYSICAL EXAMINATION 


Dr. Casor: The urine is such as one would 
wet with a bad infection, which he certainly 
has, whatever kind it is. 

‘Blood culture: streptococcus, both tubes.’’ 
They have a good many colonies. Did you 
see cans ante-mortem cultures, Dr. Richard- 
son 

Dr. RicHarpson: No. 

Dr. Youna: Are they done quantitatively ? 

Dr. Canot: I do not know. They used to 
be, and ought to be.* 


DIFFERENTIAL DIAGNOSIS 


I do not think that we could have any con- 
siderable doubt as to what he died of, even if 
we did not get that streptococeus culture, 
which we must take as the most important evi- 
ence we have. Without that I think we should 
say that except for these areas of reddening, 
these chills not helped at all by quinine, which 
he had in fair doses, this leucocytosis with noth- 
ing else to show for it in any of his organs, the 
physical examination is negative. I do not 
know why we should have had any doubt that 
this is a case of streptococcus septicemia. The 
striking thing about this sepsis, a point which 
one forgets, but which never ought to be forgot- 
ten, is that especially in elderly people strepto- 
coccus sepsis can start from anything or noth- 
ing. A case that was brought. home very 
forcibly to me was that of a near relative, a man 
of seventy-three, who had a little hangnail on 
one thumb,—no more I suppose than any of these 
present may have on their fingers. Then it got 
a little red—I watch my own hangnails and 
when they get a little red I know I am a little 
below par—this was a little red, that was all. 
The thumb got a little more red and he began to 
feel out of sorts. Then the erythema began to 
come up the arm and there began to be tender 
glands in the axilla. In three days he was dead, 
out of perfect health. That Goes not mean that 
a bacillus suddenly pounced on his thumb. If 
it had not been the thumb it would have been 
some other place. The essential thing was the 
gradual reduction of immunity, which all of us 
have and live by, until it took nothing to upset 
it. We make a great deal of the point of en- 
try. In many cases and in younger people it is 
of course important. But the more you see of 
these cases of senile streptococcus septicemia 
the more you think of the condition as essential- 
ly one of diminished immunity. 

What will be found post mortem? I think an 
acute endocarditis, not as the cause of death but 
as a secondary thing. It will not amount to 
anything I think, his death being due to the 
general septicemia and not to the endocarditis. 
What places do we expect may be affected other 
than the heart valves? The pericardium, the 


*On inquiry from Dr. Steele it is learned that they are made 


quantitatively. 
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other serous membranes, and the joints. The 
case I just told about had pus in every joint 
that we opened. The pericardium, the pleuv- 
rae, the peritoneum,—all of us saw many infee- 
tions of these three membranes in the strep- 
tococcus pneumonias of the influenza epidemic. 

A Puysictan: Do you think the pain across 
the chest was due to his heart condition? 

Dr. Casot: I do not know what it was due 
to. Have you any hypothesis about that, Dr. 
McPeake? 

Dr. McPEaKE: No. 

Dr. Casot: Have we got all the essential 
facts that you know about? 

Dr. McPEAKE: Yes, except that when I dis- 
covered the symptoms in the leg it looked to me 
as though he had been troubled with eczema. 
He looked as though he had scratched with his 
stocking and heel. The infection may have got 
> there. There were no inguinal glands from 

at. 

A Puysician: Did he have enlarged axilla- 
ry glands? 

Dr. Canor: There is no mention of it. 1 
do not know. 

Dr. YOuNG: 

Dr. 


You do not always see it. 
CaBoT : 


I am glad to know that. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Lymphangitis, right leg. 
General septicemia. 


DR. RICHARD C. CABOT’S DIAGNOSIS 
Streptococcus septicemia. 
“ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Septicemia, streptococcus hemolyticus. 
Lymphangitis of right leg and foot. 
Purulent arthritis, right ankle joint. 


2. Secondary or terminal lesions 


Soft hyperplastic spleen. 

Hemorrhagic edema of the lungs. 

Small uleer of the stomach. 

Arteriosclerosis. 

Slight hypertrophy and dilatation of the 
heart. 


Wet brain. r 

Dr. RicHarpson: The examination of the 
head showed a wet pia and brain. 

Extending from the dorsum of the right foot 
up along the inner aspect of the right ‘eg and 
the lower half of the right thigh were purplish 
streaks and areas, and section there in that re- 
gion and in the region of the ankle joint showed 
the following conditions: The tissue was 
brawny, infiltrated with thin cloudy fluid, 
some perivascular thickening, with some thick- 
ening of the walls of the vessels in that region. 
but the vessels themselves were free. It showed 


very well the condition in the subcutaneous tis- 
sues seen with streptococcus infections. 

Dr. Casor: Did you see any distinct break 
of the skin? 

Dr. Richarpson: No. In the joint there 
was thin yellowish purulent fluid, and cover 
glass showed streptococci. . 

Dr. Casnot: That is the ankle joint? Pre- 
sumably the other joints would have been the 
same ? 

Dr. RicHarpson: Probably. 

The gastro-intestinal tract was negative ex- 
cept that in the stomach the mucosa at one 
place showed the scar of a small old ulcer. 

There were a few slight pleural adhesions. 

The lungs showed hemorrhagic edema, the 
usual accompaniment of streptococcus infec- 
tion. 

The heart weighed 380 grams, slightly en- 
larged. The aorta and great branches were 
rather capacious, more especially the first por- 
tion of the aorta, but there was not a very great 
amount of arteriosclerosis. The valves were 
negative. The coronaries were capacious and 
showed scattered along the walls a slight 
amount of fibrous and fibrocaleareous sclerosis. 
a spleen was slightly enlarged and a little 
soft. 

The culture from the heart blood yielded a 
profuse growth of the streptococcus hemolyti- 
cus. 

Dr. Cazsot: Did you _ use 
methods ? 

Dr. Ricnarpson: Yes. I take two or three 
cubic centimeters of blood and put that on plain 
agar and let it run down over the surface. A 
profuse growth, as reported in this particular 
case, would mean a great number of colonies on 
the surface. 


quantitative 


Dr. Caznot: I do not see any cause for the 
chest pain in this ease. remains a mys- 
fery. 


CASE 10513 
SurGIcAL DEPARTMENT 


An American salesman of eighty-three en- 
tered August 18 for relief of acute retention. 


F. H. His mother died of tuberculosis. 


P. H. He had gonorrhea in youth. He had 
had pneumonia twice. Fifteen years before 
admission he had ‘‘inflammation of the blad- 
der.’’ During this illness he was catheterized 
several times. 


P. I. During the past year he had urinated 
once at night and had had slight difficulty in 
starting the urinary stream, also slight burn- 
ing on urination. August 16 at three in the 
morning he got up with diarrhea and was un- 
able to pass any urine. He was catheterized 
by a physician in the evening and again August 
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17. The second time there was increasing dif- 
ficulty and considerable bleeding. The morn- 
ing of admission the doctor was unable to pass 
a catheter. 


P. E. A very well preserved old man, slight- 
ly deaf and somewhat hazy mentally. The skin 
showed moderate senile changes and numer- 
ous small vascular and simple nevi. Teeth gone 
except a few roots in the front of the lower jaw. 


Heart. Apex impulse not found. Sounds 
rather feeble. Peripheral arteries remarka- 
bly soft. Lungs clear and resonant except for 


fine rales at both bases posteriorly. Abdomen 
negative except for a tense median suprapubic 
tumor reaching nearly to the umbilicus, repre- 
senting a distended bladder. Extremities not 
remarkable. Pupils equal, slightly irregular. 
No reactions to light. Reflexes. Knee-jerks 
absent. Rectal examination. Prostate felt to 
be uniformly enlarged. 

. Before operation T., P., R., urine and blood 
not recorded. 


Operation was done the day of admission. 
Two days later when the patient was lifted off 
the bed pan the tube came out. It was replaced 
with some difficulty. The renal function was 
10 per cent in two hours, the non-protein nitro- 
gen 51 mgm. August 22 he was up in a wheel 
chair. August 23 and 24 he was very drowsy. 
The output was normal and the wound in good 
condition. The non-protein nitrogen was 51. 
August 26 he was less drowsy. The night of 
the 28th he passed two blood clots, with a rise 
of pulse to 120. The next morning he was more 
drowsy and somewhat irrational. The night 
of the 30th he was very restless and needed 
sideboards. The next day he was semistu- 
porous, and the condition was poor. The renal 
function was only a trace in two hours. Sep- 
tember 8 the non-protein nitrogen was 112 
mgm. September 13 he died. 


Discussion 
BY DR. EDWARD L. YOUNG, JR. 


This is an unusual story for prostatie ob- 
struction, if the prostatic obstruction is due to 
adenomatous enlargement—that is the ordi- 
nary type of obstructing prostate—because he 
has so few symptoms, gets up only once at night, 
has only slight diffieulty, slight burning, and 
hat only during the past year. It is very un- 
usual for an obstructing prostate to begin ob- 
structing at eighty. Of course it is perfectly 
possible that fifteen vears before the inflamma- 
tion of the bladder he had had its base in 
a beginning trouble with the prostate. But on 
the other hand, an infected bladder when once 
engrafted’on a residual urine in the bladder is 
very hard to shake, and it is unusual for any 
man to vo fifteen vears with an obstructing pros- 
fate with an infeetion back of the obstruction, 
hecause that infection almost invariably gets up 


to the kidney before that, causing pyelitis and 
pyonephrosis and all the train of renal ineffi- 
ciency that comes with it. 

This started with diarrhea. That starts con- 
gestion and that congestion causes enlargement 
of the prostate. So that it seems reasonable to 
me to think that this may be not a very large 
prostate but a congestion on top of a slight 
amount of enlargement. The fact that there 
was increasing difficulty in passing the catheter 
again suggests the increasing swelling or an 
acute congestive prostatitis. 

We do not know whether the distended blad 
der is the result of the acute retention of these 
last two or three days or really an overflow 
bladder. The chances are that it is an acute 
thing because an overflow bladder is one that 
leaks every little while, not one that allows a 
patient to sleep a!l night. 

It is hard for me to feel that with this story 
there is a large adenomatous prostate, because 
there is no question but that there is a pros- 
tatic obstruction. I think that prostatic ob- 
struction is due to the enlargement of conges- 
tion on top of a prostate which may have been 
moderately enlarged but was not giving him 
serious trouble before. Of course it is true that 
occasionally we find a large prostate due to 
large middle lobes without much irritation of 
the bladder neck, so that under ordinary con- 
ditions there is very little irritation and not 
much obstruction. 


Apparently they thought the thing to do was 


to give the most complete drainage possible, andf “ 


that is opening the bladder suprapubically and’ 
putting in a tube. Where we have a bladder’ 
that is up to the umbilicus and has been for a 
long time, the immediate decompression, with 
decompression not only of the bladder but of 
the kidneys, may cause such congestion of the 
bladder and of the kidneys that the mere open- 
ing of the bladder causes death from acute 
cloudy swelling of the kidneys, hemorrhages 
from the kidney and bladder, acute uremia and 
death. In this case immediate decompression 
seemed to be the best thing. 

I think they are going to feel an enlarged 
prostate, but that does not prove to my mind 
that itWill be as large with adequate <irainage 
after two or three weeks. Of course we have 
to consider at his age chronic interstitial 
nephritis back of this thing, and that with 
arterial changes which may be present in the 
eentral arteries may account for @ great deal of 
damage which we do not see any evidence for 
now. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Obstructing prostate. 
PRE OPERATIVE DIAGNOSIS 


Enlarged prostate and possibly stricture of 
the urethra with acute retention. 
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OPERATION 


Local novocain. The abdomen was opened 
by low midline muscle splitting incision. The 
bladder was found to be greatly distended. 
Bladder opened by small incision near fundus 
and explored with examining finger. Extensive 
uniform enlargement of prostate discovered. 
Usual suprapubic tube was inserted in bladder 
and wound closed in layers. 


FurTHER Discussion 


As we have said before, if it is a large adeno- 
matous prostate he probably has not got stric- 
ture. The mere fact that they found this does 
not prove that it is going to be large enough to 
cause trouble after real drainage. 

This is of course a low renal function. 

The other thing to consider is that this may 
be malignant disease. 

The non-protein nitrogen is a little up, but 
not too bad. 

His condition cannot be accounted for by the 
behavior of the bladder or by the two small 
blood clots. 

They do not tell us how accurate the renal 
function test was. It is twelve days after op- 
eration and by that time there would be a 
good deal of leakage, and this may be inaccu- 


rate. 


I think Dr. Richardson will tell us that there 
are kidneys here which show a good deal of 
chronic interstitial nephritis, arterial change. 
I shall be interested to know whether this is an 
adenomatous prostate with an acute congestive 
change on top of it, or whether it is all or prac- 
tically all congestion. I think he will find evi- 
dence of arteriosclerosis in the vessels. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute retention of urine. 
Prostatie obstruction. 

Operation, suprapubic cystotomy. 
Uremia. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Prostatic obstruction (adenomatous?). 
Chronic interstitial nephritis. 
_ Arteriosclerosis. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
Hypertrophy of. the prostate. 


2. Secondary or terminal lesions 


Slight cystitis. 

Ureteritis. 

Pyonephrosis of left kidney. 

Pyonephrosis and suppurative nephritis of 
right kidney. 

Cyst of right kidney. 

Foeal organizing pneumonia. 

Arteriosclerosis. 

Infarcts of spleen. 

Mural thrombi of aorta. 


Slight hypertrophy and dilatation of the 
heart. 


3. Historical landmarks 


Operation wound. 
Chronic pleuritis. 
Nodule of obsolete tuberculosis of right lung. 


Dr. RICHARDSON : 
ined. 

We found a few old pleural adhesions on the 
right. There was a small fibrocaseous mass in 
one lung,—obsolete tuberculosis. 

Dr. Casot: There were three urinary exam- 
inations that Dr. Young did not know, with a 
gravity of 1.004, 1.012 and 1.022. 

Dr. Youne: That shows a marked change. 

Dr. Capot: At one examination there was 
no albumin, at another the slightest possible 
trace, at another a large trace. At the last 
examination apparently there was no albumin. 

Dr. Youne: Kidneys that can go all the way 
from 1.004 to 1.022 ought to be pretty good kid- 


neys. 
The heart weighed 345 


The head was not exam- 


Dr. RICHARDSON : 
The valves and cavities were nega- 
tive. There was a moderate amount of fibrous 
sclerosis in the ascending thoracic aorta and 
some fibrocaleareous plaques; adherent to one 
of these plaques was a mural thrombus. There 
was a moderate amount of arteriosclerosis in 
the descending thoracic with some fibrocal- 
careous areas, and in the abdominal portion 
fibrous sclerosis and fibrocaleareous plaques; 
and in the abdominal portion situated above the 
celiac axis there was another frank thrombotic 
mass. The only infarets we found in this case 
were in the spleen. This is another case, then, 
of mural thrombi of the aorta on an arterio- 
sclerotic base, with infarcts of the spleen. 

The spleen was slightly enlarged and soft. 
The largest infarct measured three em. across. 

The left kidney was small, 90 grams, the 
right 140 grams. The kidneys showed pyo- 
nephrosis of the left, and pyonephrosis and sup- 
purative nephritis of the right. The ureters 
showed ureteritis with a thickened ridge-like 
fold which extended around them at a point a 
short distance above the bladder. Above these 
ridge-like folds the ureter was slightly pocket- 
ed, and in the region of the folds the lumen was 
considerably decreased. Elsewhere the ureters 
were moderately dilated. The bladder showed 
some hypertrophy of the trabeculae and some 
cystitis. 

The prostate was about three inches by two 
inches in the other dimensions. There was no 
hypertrophy of the so-called middle lobe. The 
hypertrophy present was in the lateral lobes 
and crowded the urethra to a moderate extent. 

The seminal vesicles and testes were nega- 
tive. 

Dr. Youna: Those kidneys were not as good 
as we should have expected on the basis of the 
one fact given. 
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HISTORY 


THE FOURTH SALON DES MEDICINS 


RerereNce was made at an earlier date in 
the JournaL to the forthcoming Salon at Paris, 
in the spring of 1924. The June, 1924, num- 
ber of ‘‘ Aesculape’’ is devoted entirely to a con- 
sideration of this medical Salon, and is replete 
with illustrations of paintings and sculptures 
by French medical men, which are of a high 
order of merit. The leading article is an ac- 
count of the Salon by Paul Rabier, who tells us 
that if Moliére, that great satirizer of the pro- 
fession, who lived at the time of Le Brun, the 
superintendent of painting under Louis XIV, 
and who was an intimate of Mingard, would be 
intensely surprised, could he have visited the 

lon. 

Rabier reviews interestingly the history of 
medical artists, recalling that Saint Luke was 
the first to be physician and painter as well, 
and sketches the history of the artist-physicians 
of the middle ages. 

Among the illustrations of particular interest 
are those of the busts of Brock and Darier by 
Sabouraud, the great dermatologist. 

Many of the pictures and sculptures are by 
men in active medical and surgical practice, 
some of international fame, and that such high 
merit shou!d be obtained in both arts seems little 
short of marvelous. 


AN APPRECIATION OF KARL SUDHOFF 


In the March-April number of ‘‘Janus,’’ Van 
Andel has an article on the great medical his- 
torian, which is replete with interest. To Sud- 
hoff’s erudition, activity and enthusiasm, accord- 
ing to Van Andel, is due largely the increasing 
interest in medical history, not only in Ger- 
many, but in other countries as well. The re- 
sults of such investigations as Sudhoff’s and his 
collaborators, he says, have an importance’ far 
beyond medicine itself, and are indispensable to 
engender philosophical thinking among _ physi- 
cians. He quotes Sudhoff’s warning, ‘‘That 
medical history will only succeed in reaching the 
place it deserves in the community of science, 
when its students will impose upon themselves 
the discipline and self-constraint necessary to 
every scientific oceupation, when they will ab- 
stain from haphazard communications of an 
anecdotical character, resting on second hand 
and ineomplete information, and will apply 
themselves to penetrate to the real econtempo- 
rary sourees,”’ 

The Institute of Medieal History at Leipsie, 
Sudhoff’s cherished child, is given, high praise 
for its part in inereasing the interest in the 
study of medical history... The rays from this 
wonderful historical lamp penetrate to all coun- 
tries and act as an ever increasing stimulus to 
the study of this subject. 


MOLIERE AND THE DOCTORS 


In the August, 1924, number of “‘ Aescwlape’’ 
is an account of an incident in the life of Mo- 
liére, which may explain his attitude towards 
the Faculty of Medicine. This account was found 
in a 17th century manuscript brought to light 
by Vabbe Abalangel, and published by him in 
the Revue des Conferences. The manuscript 
was entitled, ‘‘Veni Mecum, ou le Brevaire se-. 
eulier du sieur Basset,’’ a curious biographical 
notice, relating to Moliére. 

The translation is as follows: 


** Whether Moliéres strictures against the med- 
ical profession were simply humorous, or were 
due to a real resentment against the faculty has 
long been a mooted point. Here is the solution 
of the problem: he lodged with a physician, 
whose wife had told the wife of Moliére‘a num- 
ber of times that the rental of their rooms was 
to be raised. Madame, who thought it was an 
honor for the physician’s wife to have such 
lodgers, paid no attention to the threats, until 
one day she found that their apartment was 
rented to Dupare, the famous comedian, who gos- 
sipped about the quarrel of the two women. 

Moliére was led into the quarrel, and grew 
wroth against his physician landlord, and to re- 
venge himself wrote in five days his comedy 
‘*!’Amour Mediein,’’ in 1665, which was given 
before the King and then in Paris. From this 
time on he did not cease his attacks on the pro- 
fession. Personally, he had little use for phys- 
icians, and it is related that he never was bled.’’ 

Whether the account of the sieur Basset is 
true or not, his tale gives an interesting side light 
on the master of humorous sarcasm. 


THE AVARICE OF SYLVIUS 


In searching ancient texts to find out the value 
of medical honorariums, Dr. Maurice Boutarel 
recalls to us the well known avarice of Sylvius. 
(Aeseulape, April, 1924.) 

He says, ‘‘to get rid of the expense of a valet, 
he brought himself, the necessary anatomic parts 
for demonstration to the dissecting room, hiding 
in the sleeve of his gown the arm or leg de- 
stined for dissection. We would like to think 
that this was not from avarice, but from exces- 
sive care in guarding his treasures.”’ 

‘*Be that as it may, Henri Estienne tells us 
that Sylvius received from his pupils one tes/on 
a month, his pupils numbered about 200 ; 
the course brought in to Sylvius two hundred 
testons a month, about 6,600 franes, 1923.”’ 
(This would be about $1320 a month, or almost 
$16,000 a year with the frane at par.) 

‘*Svivius ensisted on regular payment, and 
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brooked no delay. He was much blamed for this 
and his penuriousness soon became proverbial. 
It is said that he lighted no fire to warm him- 
self, constantly descending and mounting his 
stairs to keep warm.’’ 


“‘Several hours before his death, while he was 
delirious, he had his boots put on. Henri Es- 
tienne in a pamphlet entitled ‘Sylvius Ocrea- 
tus’ (Silvius bocted), which he published under 
a pseudonym, pretended that Sylvius wished to 
cross the Styx, without paying tribute to 
Charon.”’ 
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RISSMANN’S TREATMENT OF ECLAMPSIA 


Si'ss, of Innsbriick, reports (Miinch. med. Woch., 
July 18, 1924) his experience with Rissmann’s treat- 
ment of eclampsia, which consists in phlebotomy 
followed by intravenous injection of luminal. He 
believes this is of value, but that other therapeutic 
measures are also not to be neglected. 

[R. M. G.] 


UNDESCENDED TESTICLE 


Mrixter, C. G. (Surgery, Gynecology and Obstetrics. 
September, 1924). 

This author writes as follows: 

“Operations for undescended testicle in childhood 
may be expected to yield 75 to 80 per cent. of satis- 
factory results; that is to say, the testicle remains 
in the scrotum and subsequent atrophy does not 
ensue. 

“To attain this result, the spermatic circulation 
should be preserved and the cord lengthened suflfi- 
ciently to allow the testicle to be placed in the 
scrotum without tension. 

“In a certain number of cases, in particular those 
of the intra-abdominal variety, it will be necessary 
to section the spermatic vessels. Where this pro- 
cedure is unavoidable, atrophy occurs in 85 per cent. 
of the testes. It is indicated in only about 10 per 
cent. of all cases, 

“Atrophy may ensue where the spermatic vessels 
are not divided. This is probably due to accidental 
tearing of some of the trunks at operation or inclu- 
sion in the stitches, if the cord is anchored to 
Poupart’s ligament. 

“Operation may be undertaken at any age with 
the expectation of a good result, if the accompanying 
hernia becomes troublesome or other indications 
arise. 

“The preferable age for operation is between 5 and 
12 years. At an earlier age the structures are so 
delicate that injury to the spermatic vessels is diffi- 
cult to avoid. 

“Orchidectomy should not be done in childhood. 


Replacement of the testes in the abdomen should also 
be avoided on account of the risk of a future malig- 
nancy. In even the most difficult case, section of 
the spermatic vessels and transposition of the vas 
and its accompanying vessels behind the deep epi- 
gastric will make it possible to place the testis in 
the scrotum. 

“The examination of the cases that have been 
operated on in childhood with preservation of the 
spermatic circulation and have passed the age of 
puberty, frequently reveal on palpation a testicle that 
has apparently developed normally. 

“From this series no light has been thrown on the 
spermatogenetic function of the undescended testis 
subsequent to an operation performed before puber- 
ty. It is hoped that later the bilateral cases of this 
type may afford some valuable data. 

“In no instance has a recurrence of the hernia 
been observed.” 


[E. H. R.] 


UTERINE SARCOMA 


STEINHARDT, from Kermauner’s second clinic in 
Vienna, contributes (Wien. klin. Woch., August 28- 
September 4, 1924) clinical and statistic material on 
the subject of uterine sarcoma. In the cases quoted 
there were 60 per cent. of recurrences after success- 
ful operation, since the majority came to treatment 
only in a far advanced stage. 

[R. M. G.] 


THE TRENDELENBURG PHENOMENON 


Kent, from Lirven’s surgical clinic at Marburg, 
describes anatomy of the Trendelenburg phenomenon 
in the hip joint (Miinch. med. Woch., June 13, 1924). 
This phenomenon is positive when the patient, stand- 
ing on the affected leg, is unable to flex the well thigh 
without depressing the well side of the pelvis. It 
may be produced by changes in the ilio-femoral liga- 
ment, in the bones of the hip joint, or in the glutens 
maximus, all on the affected side, impairing normal 
mobility of the joint. 

[R. M. G.] 


Fierosis oF THE LUNGS DUE TO THE INHALATION OF 
Dust 


Cooke, W. E. (British Medical Journal, July 26, 
1924), reports a case in which some particles of 
mineral matter varying in size from 393.6 to 3 
microns in length were found in the sections of both 
lungs, in the caseous areas and in the fibrotic parts. 
The bronchi were dilated, the lining epithelium had 
disappeared and there was extensive peribronchial 
fibrosis. 

[R. C.J 


INFECTIONS 


Wiukir, D. P. D. (The British Medical Journal, 
August 2, 1924), believes that failure to detect and 
remove a stone from the common duct is the usual 
cause of recurrent symptoms after operation, and, 
where doubt exists, incision and exploration of the 
duct should invariably be practised. The removal 
of several hundred gall stones will avail nothing 
if the one which was the real cause of the trouble 
be left behind. To remove one or more calculi and 
leave an infected, thickened, and functionless gall 
bladder may give the patient some relief but will 
not result in cure, and is evidence of a failure on 
the part of the surgeon to appreciate the intrinsic 
mural character of the gall bladder infection. Time- 
ly preoperative diagnosis and complete assessment of 
pathological change at operation are the two essen- 
tials for the successful treatment of biliary infec- 
tions. [R. C.] 
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Scott, H. Harotp (The British Medical Journal, 
August 23, 1924), reports a series of cases in pro- 
gressive degrees of severity, comparing the results 
obtained under ordinary methods of treatment, ex- 
pectant and empirical, with those treated with cal- 
cium lactate and parathyroid gland. Gratifying re- 
sults are also being reported from the endemic centers 
of sprue in various parts of the world—the West, the 
Middle East, and the Far East. 

The question of the ionic calcium and the value of 
its estimation is being made the subject of separate 
investigation. 

[R. C.] 


CLINICAL OBSERVATIONS UPON THE VALUE OF OXIDIZED 


Cop Liver Ow. In THE THERAPY OF RICKETS 


Wacner, Ricuarp, and Wimpercer, Hans (The 
Lancet, July 12, 1924), summarize their remarks as 
follows: 

1. Four cases of active rickets in infants, aged 
from 5 to 12 months, were treated with oxidized cod 
liver oil (heated for 24 hours at 120 C. with air 
bubbled through). The daily dose was 10 g., and the 
cases, carefully controlled with regular X-ray exami- 
nation, showed satisfactory healing of the bone le- 
sions at a rate rather slower than with the same dose 
of a potent, untreated cod liver oil. 

2. The growth-promoting potency of the two sam- 
ples of oil, tested by growth experiments on rats, 
was found to be in the ratio of about 1:20. 

3. Assuming that a daily dose of 10 g. untreated 
cod liver oil, when used in therapy of rickets, does 
not provide any great excess of anti-rachitic prin- 
ciple, these observations lend support to the view 
that cod liver oil contains two active organic factors: 
(1) anti-rachitic or calcium-depositing, and (2) 
growth-promoting (vitamin A), and that the latter 
is the more sensitive to oxidation at a high tem- 
perature. 

[R. C.] 


Squint, Lert-HANDEDNESS AND STAMMER 


InMAN, W. S. (The Lancet, August 2, 1924), points 
out that these conditions, hitherto regarded as sepa- 
rate and unrelated, appear to be determined by de- 
fects in the personality as a whole, and secondly, 
that the emotional difficulties of the child in meeting 
social demands have an importance which has till 
now been hidden from all save the eas 


EARLY PERICARDOTOMY IN THE TREATMENT OF 
PERICARDITIS 


Brooke, R. (The Lancet, August 16, 1924), points 
out that the successful treatment of purulent peri- 
carditis following osteomyelitis depends first of all 
upon the early diagnosis and treatment of the bone 
lesion. He emphasizes that in every case of osteo- 
myelitis a sharp lookout should be kept for the 
appearance of a suction sound at the base of the 
heart and when present the heart should be examined 
at least every six hours. If fluid is present recourse 
may be had to needling, but as a diagnostic measure 
rather than a method of treatment. If fluid is with- 
drawn then the suggestion is that immediate peri- 
cardotomy should be performed. mc) 


Tue Present Posirion OF PARATHYROID THERAPY 


Crirenitey, Macponatp (The Practitioner, July, 
1924), discusses the present position of parathyroid 
therapy. He points out that the field for experi- 
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mental parathyroid therapy is an enormous one. It 
includes: 

1, Instances of supposed parathyroid deficiency or 
of partial parathyroid privation. 

Cases of increased nervous excitability, whether 
in the domain of the nerve endings, the peripheral 
neurones, the spinal reflex arcs, or even the highest 
cortical processes. 

3. Cases of true or supposed calcium deficiency. 
4. Chronic toxemias. 

5. Acute bacterial invasions. 

6. Disease of other endocrine organs. 


{R. C.] 
MALIGNANT TUMORS OF THE THYMUS | 


ber, NE, F., (Archives of Surgery, Septem- 
r, 

This author reports in detail the histories, path- 
ology, and findings in two cases, and states that 
malignant tumors of the thymus usually prove fatal 
rapidly. The symptoms are those of respiratory and 
circulatory obstruction. Death is due to asphyxia 
in some cases. Hyperplasia of the thymus often 
accompanies hyperplasia of ‘the thyroid, particularly 
in exophthalmic goiter. One case reported was a 
lymphosarcoma. 

H. 


HEMOLITIC STREPTOCOCCUS GANGRENE 


— F. L. (Archives of Surgery, September, 

Meleny presents a very interesting article taken 
from a large clinic in China, where this particular 
condition seems to be prevalent. It is apparently 
unlike anything seen in this country and is very 
extensive and rapid in its progress. He gives excel- 
lent illustrations of the conditions. 

H. R.) 


A Critica Stupy SuGGestine Persistent 
 THyMus as A CAUSE OF CYANOSIS IN 
NEw-Born INFANTS 


Evans, E. T. (Surgery, Gynecology and Obstetrics, 
October, 1924). 

Evans from his study of eight cases draws the 
following conclusions: 

1. In new-born infants who develop cyanosis, 
whether constant or intermittent in attacks, in the 
absence of other definite cause, persistent large thy- 
mus should always be suspected. Such infants, even 
in extremis, should be given the benefit of X-ray or 
radium therapy. Plates should be taken before and 
after treatment, to follow results. However, nega- 
tive plates do not mean “no thymus pressure,” as 
it is anteroposterior thickness and weight of thymus, 
not width, which causes pressure (2, 3), unless the 
symptoms are due to an endocrine substance (4, 5). 

2. Diagnoses of bronchopn , obscure intra- 
cranial hemorrhage, and congenital heart disease 
should not be made without more seriously consider- 
ing persistent large thymus as a cause of symptoms 
(6, 7, 8). 

3. Because of recent work indicating persistence 
of the thymus gland as a relatively normal condi- 
tion, cessation of symptoms following X-ray treat- 
ment must be considered the more reliable criterion 
of diagnosis rather than the “positive” X-ray picture. 

4. Treatment as outlined is advised with carefu! 
follow-up records to establish most favorable dosages. 

5. We have found this treatment of definite value 
and believe we have lowered our infant mortality 
thereby. 

6. Relief, while not immediate, occurs within a 
few hours, and the treatment is seemingly without 


[E. H. R.] 
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SIGNIFICANCE OF BLOOD NITROGEN IN Cases or CANcEK 
OF THE PROSTATE AND BLADDER 


Barrincer, B. S., and Tues, R. (Surgery, Gynecot 
ogy and Obstetrics, October, 1924). 

These authors state that blood urea nitrogen was 
determined in 25 cases of prostatic carcinoma, and 
49 cases of bladder carcinoma. In 20 per cent. of 
cases of carcinoma of the prostate, and in 10 per 
cent, of cases of carcinoma of the bladder there was 
a definitely high blood urea. In 41 cases of carcino 
ma of the bladder which were treated by means of 
cystotomy and radium implantation, there were no 
immediate deaths from operative shock; there was 
but one death due to renal failure, 12 days after 
operation; one death from diabetic coma, two and 
one-half months after operation, and one from lung 
metastases (not recognized prior to operation), five 
weeks after operation. A high urea nitrogen defi- 
nitely indicates that the kidneys may not stand the 
strain of operation. 

| {E. H. R.] 


LEUCOPLAKIA OF THE RENAL PELVIS 


Hinman, F., Et Ais. (Surgery, Gynecology and 
Obstetrics, October, 1924). 

These authors report two cases in detail and pre- 
sent a very excellent summary of the present knowl. 
edge of this condition. They state that leucoplakia 
of the urinary tract, and particularly of the rena! 
pelvis, is relatively rare, only 33 cases (including 
our own) having been reported in the renal pelvis. 
Leucoplakia of the urinary tract may be defined as 
an epidermoid transformation of the mucosa, in 
plaques usually, with excessive keratinization and 
desquamation. The condition is generally associated 
with long-standing inflammation, calculus formation 
or other irritation, which seem to be contributory 
factors in its causation. The etiology of leucoplakia 
is unknown. The most common theories are that it 
is (1) a true metaplasia on the basis of chronic 
inflammation and irritation, or the biological process 
of adaptation to environment in the form of protec- 
tive cornification; or (2) that leucoplakia of the 
urinary tract arises on the basis of misplaced embry- 
onal rests of primitive ectoderm. Leucoplakia of the 
renal pelvis occurs about equally often in both sexes. 
Leucoplakia of the renal pelvis may occur at any age. 
The greatest frequency is in the fourth decade. The 
symptomatology is that of urinary tract infection 
(cystitis, pyelitis, pyelonephritis, pyonephrosis) and 
urinary lithiasis, conditions with which it is usually 
associated. The treatment of choice is nephrectomy, 
since the disease is incurable and precancerous. Pal- 
liative measures, in the form of pelvic lavage, are 
probably beneficial only in subduing infection and 
in that way possibly delaying the progress of the 
condition. The value of radiotherapy is not known. 
Fulguration may be of value in leucoplakia of the 
bladder, but as yet no reports of its use have been 


found. 
[E. H. R.] 


PrRiMARY BLADDER TUMORS IN THE First DECADE OF 
LIFE 


Demina, C. L. (Surgery, Gynecology and Obstetrics, 
October, 1924). 

This author has searched the literature and finds 
only 64 instances in which primary bladder tumors 
have been found in the first decade of life. He adds 
two more cases of his own, one a myxoma and the 
other a rhabdomyoma. A description of the opera- 
tive findings and treatment is given in both cases, 
also a brief historical survey of the lesions under 
discussion. 
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[E. H. R.] 
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EXTRAPERITONEAL INGUINAL HERNIA oF THE BLADDER» 


Carp, L. (Surgery, Gynecology and Obstetrics. Oc- 
tober, 1924). 

This author present a very thorough article on this 
subject. He describes the anatomy, the etiology of 
the condition, presents a brief analysis of 61 cases: 
and states that this condition is infrequent and occurs 
mostly between the third and fifth decades in the 
male and on the right side. Bladder symptoms and 
incarceration are absent in the majority of cases. 
Prevesical fat is invariably present, and it may be 
inferred from experimental and clinical evidence that 
this fat, by traction, plays the major role in the 
production of extraperitoneal inguinal diverticulum. 

{E. H. R.] 


TRANSPOSITION OF THE OVARY WITH ITs VESICULAR 
PEDICLE INTO THE UTERUS AFTER SALPINGECTOMY 


Turrier, T. (Surgery, Gynecology and Obstetrics. 
October, 1924). 

Tuffier presents the technic and anatomical results 
after 23 operations of this kind. The operation is 
intended to preserve menstruation and the possibility 
of pregnancy in women after double salpingectomy. 
The author describes in detail his preoperative prep- 
aration, special precautions, operative technic and 
results, and presents some very adequate illustra- 
tions. He also gives a histological examination of 
tissue removed from two cases after this operation 
had been done. There have been no deaths and two 
failures. The operation is, of course, in an experi- 
mental stage, but is suggestive of possible beneficial 


results. . 
{E. H. R.] 


ENTEROSTOMY AS A THERAPEUTIC AND DIAGNOSTIC 
MEASURE \ 


Porter, M. F. (Annals of Surgery, October, 1924). 
This author, in a very short paper of two and a 
quarter pages, calls attention again most pointedly 
to the great value of enterostomy in cases of intes- 
tinal obstruction, and even goes so far as to say that 
he believes that in many cases enterostomy alone 
without even search for the point of obstruction is 
indicated, and, if this procedure is carried out, the 
patient will be tided over his most acute condition 
and be able to withstand successfully a freeing of 
the obstruction at a later operation. He also points 
out the value of enterostomy in cases of malignancy. 
The paper is pointed and should be given the atten- 
tion which it deserves. 
[E. H. R.] 


MorTaLity FRoM EMPYEMA IN CHILDREN 


Lapp, W. E., and Cutter, G. D. (Surgery, Gynecolo- 
gy and Obstetrics, October, 1924). 

These authors report on a study of 268 cases oper- 
ated on by them principally at the Children’s Hospi-- 
tal in Boston, and they draw the following conclu- 
sions: 

“Empyema in children has a moderately high mor- 
tality in our experience and in that of every other 
surgeon who has reported an appreciable number of 
cases. The mortality is highest during the first year 
of life. After the eighth year the mortality should 
be low and in our series vanished. 

“The next most potent factor in mortality is the 
type of the infective organism. Streptococcus hemo- 
lyticus yields the highest mortality of the common 
kinds of infection. 

“Synpneumonic operations should be avoided, as 
should, too, belated operations. Avoidance of opera- 
tion before the pneumonia has resolved is a factor in 
the low mortality of this series. ; 

“Intercostal drainage with an attempt to keep the 
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thorax closed around the tube is the operation of 
choice for patients with streptococcus infection and 
for a tew selected cases with other types of infection. 
Rib resection with freeing of pleural adhesions to 
allow for expansion of the lung is the operation of 
choice for the vast majority of metapneumonic cases, 
because it gives a lower mortality rate, requires fewer 
secondary operations, and yields better permanent 
pulmonary function. 

“Gas-oxygen is the anesthetic of choice for rib re- 
section. Novocain with adrenalin is a valuable anes- 
thetic for use in intercostal drainage cases. Ether 
is contraindicated.” 

[E. H. R.] 


Tue Errect or PRESSURE ON ARTICULAR SURFACES IN 
PYOGENIC AND TUBERCULOUS ARTHIRITIDES AND ITs 
BEARING ON TREATMENT 


Puemister, D. B. (Annals of Surgery, October, 
1924). 


This author, after discussing the above pathological 
conditions, draws the following conclusions: 

1. In pyogenic arthritis articular cartilage is 
killed and broken down first at the points of contact 
and pressure of opposing articular surfaces. 

2. In tuberculous arthritis articular cartilage is 
not killed first, but is protected at the points of con- 
tact and pressure of opposing articular surfaces. Car- 
tilage is extensively destroyed first along the free 
surfaces, where the tuberculous granulations can 
grow onto and remove it. It usually disappears last 
in the regions of contact and greatest pressure in 
the joint, where it is detached and killed by under- 
mining granulations and is then partly eroded by 
pressure of opposing bony surfaces. 

3. Proteolytic ferments derived largely from poly- 
morphonuclear leucocytes assist greatly in the rapid 
removal of necrotic cartilage in pyogenic arthritis. 
Proteolytic ferments are absent in tuberculous arth- 
ritis, and masses of dead cartilage may persist for 
months or years, showing few signs of progressive 
destruction. 

4. In pyogenic arthritis the infection rarely in- 
vades secondarily the deeper portions of the bone at 
the points of pressure. 

5. In tuberculous arthritis invasion of the bone 
at the points of pressure is of common occurrence 
after the articular cartilage has been largely or whol- 
ly destroyed. The invasion is frequently on both 
sides, in which case it may lead to the formation of 
kissing sequestra at the points of greatest pressure 
in the joint. 

6. Weight extension should be applied during the 
active period of pyogenic arthritis to lessen the 
amount of invasion and destruction of articular sur 
faces at the points of contact and pressure. 

7. On the other hand, it would appear that exten. 
sion for preventing the destruction of articular car. 
tilage in tuberculous arthritis is not indicated. But 
when articular cartilage has already been destroye:! 
extension should lessen the tendency to erosion or 
invasion with sequestration of bone at the points of 
greatest pressure in the joint. 

[E. H. 


ResusciratTion py Drrect MASSAGE oF THE HEART IN 
CarpDIAc ARREST 


Lee, W. E., and Downs, T. McK. (Annals of Sur 
gery, October, 1924). 

These authors discuss briefly this form of stimu- 
lating cessation of the heart beat, discuss the various 
methods of approach, and draw the following conclu. 
sions: 

1. The earlier cardiac massage is instituted after 
cessation of the heart beat the greater is the likeli- 
hood of suecess. Time should not be lost waiting for 
hypodermic stimulation to act. If the circulation has 
actually stopped, it cannot act. 


2. The quickest and the easiest method of ap- 
proach is the best. This is usually the abdominal 
transdiaphragmatic route. If this is not successful 

ne , the heart gras in the han 
stimulated. 

3. No patient should be abandoned as beyond re- 
suscitation until cardiac massage has been tried with- 
out success. 

4. In about 25 per cent. of the recorded cases 
cardiac massage has successfully resuscitated the 


patient. 
[E. H. R.] 


MALIGNANT Tumors oF THE Kipney IN CHILDREN 


Hinman, F., and Kurzman, A. A. (Annals of Sur- 
gery, October, 1924). ‘ 

These authors present a very interesting and thor- 
ough article on this subject, and draw the following 
conclusions: 

(1) The occurrence of renal tumor in children 
is 0.06 per cent. (1 in 1600); in adults, 0.25 per cent. 
(1 in 400); in animals it has been found to average 
0.02 per cent. (1 in 5000). The relative frequency 
of kidney tumors among tumors in general in chil- 
dren is 20.4 per cent. (1 in 5); in adults, from 0.5 
per cent, to 2 per cent. 

The relative proportion of children to adults is 
24 per cent. (1:4). It has been quoted as high as 
33 1/3 per cent. (Rohrer). 

The relative frequency of mixed tumors and hyper- 
nephroma in general is 9.1 per cent. and 36 per cent., 
respectively, 60-80 per cent. being more correct for 
the latter. 

Involvement as to side and sex is about equal; 
4 per cent. are bilateral. 

(2) Mixed tumors of the kidney are the renal 
growths of childhood, the greatest majority occur- 
ring within the first five years; but they may occur 
later in life or be present at birth. 

(3) Three theories have been put forth as to 
pathogenesis: (a) that they are due to inclusions 
of the Wolffian body (Birch-Hirschfeld); (b) that 
aberrant cells from the myotome, sclerotome and 
mesenchyma are the explanatory factors (Wilms); 
(c) that they are descendant from the true embryonic 
kidney tissue or renal blastema and develop by a 
process of metaplasia (Busse, Muus, Ewing). 

(4) The tumors may assume large proportions, 
the average, however, being about one to four pounds. 
Grossly they appear as solid opaque or cystic proc- 
esses. Microscopically various types of tissue are 
found— embryonic proliferating tissue, glandular, 
myxomatous, bone and cartilage, smooth and striated 
muscle fibers, etc. The picture usually presented, 
however, is an embryonic one, dominated by either 
glandular or cellular tissue; if the former, it is 
called embryonal adenocarcinoma; if the latter, em- 
bryonal adenosarcoma. 

(5) The clinical picture is presented in usually 
the following order: Abdominal tumor; presence or 
absence of hematuria or pain; anemia, general weak- 
ness, anorexia and cachexia terminally; metastases 
either local or distant, Tumor nearly always is the 
initial symptom. 

(6) The routine urological procedure can be used 
to adyantage in children. 

(7) Differential diagnosis is from neurocytomata 
tumors of retroperitoneal glands, spleen enlargement, 
tumors of the liver, hydronephrosis, renal ‘tuberculo- 
sis, tuberculous peritonitis and ovarian conditions. 

(8) The prognosis is a very poor one, the ulti- 
mate mortality after nephfectomy ranging from 80 

r cent. to 90 per cent. 

9) The treatment is early diagnosis and radical 
excision. The use of the Réntgen-ray has given but 
ce n a n . 
An excellent ography ppe in. H. RJ 
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THE SURGICAL TREATMENT OF 
ANGINA PECTORIS 


THE recent widespread interest in the surgi- 
cal treatment of angina pectoris is being mani- 
fested by the appearance of a considerable 
number of articles on the subject, one of the 
most recent of which is that by Sir James 
Mackenzie in the Therapeutic Gazette of No- 
vember 15, 1924. He deplores the ignorance 
and temerity of those advocating and carrying 
out the operation of cervical sympathectomy in 
the attempt to get rid of this distressing symp- 
tom of severe paroxysmal heart pain. He 
writes, ‘‘Is such a procedure wise and for the 
best interests of the patient? Putting aside the 
question of what damage may be done by cut- 
ting of such important structures as the sym. 
pathetic and vagus nerves, nerves whose 
functions be it noted are even yet scarcely un- 
derstood, and apart from the danger of the op- 
eration and the possible damage that may result 
from the mutilation that accompanies such op 
eration, the question arises, is it to the best in 
terest of the patient that he should be deprived 
of this signal that may be of great value?”’ 

Every one will agree heartily with Macken. 
zie that there is great need for further inves- 


tigation and study of the action and function 
ot the sympathetic and vagus nerves in their 
relationship to the heart and great vessels. One 
must take issue with him on some points, how- 
ever. In the first place we know that some 
patients with angina pectoris have already been 
very definitely benefited by cervical sympathee- 
tomy. These patients are still living and are 
more comfortable and active than before the 
operation. Of course the operation has been 
done too recently to know whether or not the 
duration of life is likely to be prolonged. 

Mackenzie says, the prognosis of angina pec- 
toris is not usually an immediately serious one, 
patients often living for a good many years 
after the onset of symptoms. But even if life 
is not prolonged the removal of or the lessening 
of pain which is often agonizing is a very worth 
while therapeutic measure and certainly some 
people would prefer to live two or three years 
relatively free from pain than to be almost en- 
tirely crippled and live four or five vears. But 
eventually we may find out that by the removal 
of, or diminution in the pain, life may actually 
be prolonged. It is impossible to form conelu- 
sions on this point at the present time. 

Secondly, on theoretical grounds (and Mae 
kenzie also reasons on theoretical grounds) it 
seems likely that not only may the pain actually 
be abolished or diminished by cutting the sym- 
pathetic fibres, but the actual mechanism by 
which that pain is produced may be prevented. 
If we consider that the mechanism of angina 
pectoris, whatever it may be, is set in motion 
by stimuli coming to the heart through the 
sympathetic nervous system, cutting the sym- 
pathetic nerves will prevent the initiation . of 
this mechanism. Apparently the coronary ar- 
teries are supplied by the sympathetic nerves, 
and if the coronary spasm resulting from sym- 
pathetic stimulation be the cause of angina 
pectoris, getting rid of these stimuli should pre- 
vent the spasm. The prevention of this cut- 
ting down of the blood supply to the heart 
should prevent the pain, provided this be the 
mechanism of angina pectoris. But no matter 
what the mechanism, the result may be the 
same, viz., its prevention. 

Thus pain may not only be abolished as the 
danger signal of a distressed heart but the very 
conditions giving rise to the pain may be pre- 
vented. If this be so, and it seems likely to be 
so, relief of angina pectoris by such an opera- 
tion may prove a very wise procedure. Final 
conclusions on this point also can not be drawn 
at present, but it seems important to bring for- 
ward this point of view which, so far as we 
know, has been very little diseussed in the liter- 
ature. Of course in the application of this theo- 
ry, cutting the efferent fibres should be attempt- 
ed with a disregard to the afferent fibres. 
Further research concerning the position and 
listribution of the efferent and afferent fibres of 
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heart is necessary. 

Thirdly, and finally, the investigation of such 
a subject as this can not be carried out on ani- 
mals. Our knowledge must be derived from 
definite experience in man. Where such a 
symptom as heart pain is concerned we can only 
turn to the human animal for an explanation 
of its cause and treatment. There are not a 
few patients who are willing to undergo any 
possible measure of relief in view of the terri- 
bly crippled and painful lives that they are 
living with persistence and recurrence of an- 
gina pectoris which is no longer amenable to 
medical treatment. Such individuals have been 
in the past, and should be in the future, subjects 
for the study of the relief of angina pectoris by 
operative measures. Of course cases must be 
selected with some care. Patients with con- 
gestive failure or with well marked syphilitic 
disease of the heart and aorta are probably poor 
risks. Patients without congestive failure or 
syphilis with very fair hearts except for the 
symptoms of angina pectoris should be suitable 
for further trials. And of course of prime im- 
portance is the establishment of the correct 
diagnosis of angina pectoris. Pain due to 
fatigue from mitral stenosis or hypertension 
or irritable heart must be excluded. Whether 
or not cervical sympathectomy or other surgi- 
eal procedures for the treatment of angina pec- 
toris will become recognized therapeutic meas- 
ures of the future we cannot say now; but 
certainly further investigation is warranted. 


AN OUNCE OF PREVENTION 


Tue value of toxin-antitoxin as an aid in the 
suppression of a diphtheria epidemic is reported 
in the New York State Department of Health 
Quarterly for July, 1924, by Frank W. Laidlow, 
M. D., Distriet State Health Officer. The section 
involved was a community of Ulster County, 
consisting of two school districts with a popu- 
lation of about 1,200, mostly Italians, and a 
school enrollment of 364. 

October 13, 1924, the health officer was noti- 
fied of the death of a child two years old from 
diphtheria. Investigation of the school ab- 
sentees disclosed nine cases. By November 11 
the number had increased to 30. The schools 
were kept open, and with the idea of eventually 
reducing the available susceptible material and 
shortening the duration of the outbreak, a cam- 
paign for the active immunization of the chil- 
dren of the community with toxin-antitoxin was 
decided upon. This decision was made with full 
knowledge of the fact that complete immunity 
may not be established in less than six months, 
but with the hope that a partial immunity might 
be obtained much earlier. 

One hundred and ninety-six children were 
given the first dose of toxin-antitoxin on Novem- 
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ber 13, and by February 15 a total of 416 were 
treated, 377 receiving three doses, 17 receiving 
two doses, and 21 one dose. After the comple- 
tion of the immunization of the first 102 children 
—those of the original 196 who completed the 
course—30 cases occurred. Twelve of these had 
been treated with toxin-antitoxin, the onset oc- 
curring from 3% weeks after the first dose until 
11 weeks after the third dose. One of these only 
—that occurring 314 weeks after the first dose — 
was considered to have more symptoms. 

Dr. Laidlaw was able to draw the following 
conclusions from this experience : 

‘*A toxin-antitoxin campaign should be insti- 
tuted upon the appearance of diphtheria in any 
community.’’ 

‘*While practically no effect-can be expected 
upon the case rate for two months, after that 
time sufficient results may be expected to justify 
the effort expended, and a decided effect may be 
produced upon the increased incidence after the 
subsiding of the outbreak.’’ 

‘*Some degree of modification of the severity 
of the disease may be expected as early as three 
weeks. ”’ 

‘‘Three doses of toxin-antitoxin cannot be ex- 

to immunize every individual.’’ 

Dr. Laidlaw’s report simply constitutes an- 
other argument in favor of the universal immun- 
ization of all children against diphtheria by 
means of toxin-antitoxin. In this case the pres- 
ence of diphtheria in epidemic form was neces- 
sary to stimulate the populace to the advantages 
of immunization. Our duty as practicing phys- 
icians is to keep such an interest awake in the 
mind of the laity that their children will be im- 
munized against diphtheria even in the absence 
of a known immediate danger. Spirited cam- 
paigns in the interest of the Schick test and 
toxin-antitoxin immunization have been carried 
on during the past three years in this State. 
Every physician has had the opportunity to ac- 
quaint himself with the advantages of these pro- 
cedures and with their practical application. 
Those who have not done so have falled in their 
duty. The public forgets easily ; it is our task to 
remind it of measures necessary for the preserva- 
tion of health. Any physician who has assumed 
the responsibility of caring for the health of a 
family and has not reminded it, and repeatedly 
reminded it, of the necessity for immunization 
against diphtheria has also failed in his duty. 


THE NARCOTIC EVIL—TWO VIEW 
POINTS 


International Narcotic Education Asso- 
ciation, through its president, Richmond Pearson 
Hobson, has written to the Executive Officers, the 
chairman and members of the Board of Trustees, 
the President and Delegates of the House of Del- 
egates of the American Medical Association, com- 
menting on an editorial appearing in the Jour- 
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nal of the American Medical Association in its 
issue of June, 1924. This letter has been received 
by the secretary of the Massachusetts Medical 
Society and forwarded to the Journat in order 
that the Fellows of the Society may be informed 
concerning the grievance of the International 
Narcotic Education Association. 

The editorial in question commends Dr. Lau- 
rence Kolb of the Public Health Service, and his 
paper on the prevalence and trend of drug ad- 
diction in the United States, accepting his con- 
clusions and at the same time opposing the pro- 
gram of the International Narcotic Education 
Association for the educational codperation of 
Congress and reflecting upon its good name. The 
editorial, it is claimed, was inserted by Dr. Kolb 
in an extension of remarks made before the 
Printing Committee of the Senate, which, the 
association claims, is a breach of privilege and 
zonsidered dishonorable. 

The objects of the International Narcotic Ed- 
ucation Association, as set forth in its letter, are 
as follows: ‘‘The Association is a regulatory 
center to stimulate, organize and correlate the 
appropriate agencies of society and realize its 
educational treatment. Its program is to have 
governmental legislative bodies provide docu- 
ments for the homes and educational agencies for 
the schools and colleges—then, to have standard- 
ized instruction incorporated in the education 
system as a part of the curriculums.’’ 

‘‘The ignorance and therefore the indiffer- 
ence of society causes the lack of codperation be- 
tween state and local governments and the fed- 
eral government and enables the peddlers and 
addicts, especially heroin addicts, to pursue their 
recruiting successfully in appealing to the curi- 
osity of the young to try anything once.”’ 

‘*To overcome this indifference, the Interna- 
tional Narcotic Education Association is seeking, 
through the special arrangements of its docu- 
ments at this time, to arouse the motive of self- 
preservation in the individual and in society. 
However, it has arranged for a scientific com- 
mittee of review to check up all statements and 
figures to insure their accuracy.’’ 

‘‘The pedagogical problems encountered in 
the schools are to be solved through the agency 
of a pedagogical committee, being organized 
through the United States Bureau of Education 
in conjunction with the National Education As- 
sociation. This committee will of course insure 
that instruction shall produce a real conscious- 
ness of the peril of narcotic drugs, and not cre- 
ate by suggestion simply a morbid curiosity.’’ 

‘‘The International Narcotic Education Asso- 
ciation would be very grateful for any construc- 
tive criticisms or suggestions as to policy or 


Pp 

The Journal of the American Medical Asso- 
ciation points out, in its editorial, discrepancies 
between the statements of Kolb, who estimates 
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ent time, and those of the International Narcotic 
Education Association, which estimates the num- 
ber of heroin addicts alone at 1,000,000. 

Journal of the American Medical Association 
prefers to give credence to the conservative fig- 
ures of the U. S. Public Health Service rather 
than to the more extravagant ones of the Asso- 
ciation. The methods of the latter, one of which 
would entail the printing by Congress, as a pub- 
lie document, of 50,000,000 copies of the Associa- 
tion’s leaflet, ‘‘The Peril of Narcotics—a Warn- 
ing to the People of America,’’ are discredited 
by the Journal of The American Medical Asso- 


curation. 

It must be admitted at once that any estimate 
of the number of drug addicts in the United 
States must be based on very imperfect knowl- 
edge. It is possible, as stated by the Interna- 
tional Narcotic Education Association, that Dr. 
Kolb’s estimate may be far below the actual num- 
ber. On the other hand it is probable that the 
Association is greatly exaggerating the evil. 
The misuse of habit-forming drugs is a recent 
practice and reliable information concerning its 
prevalence is at present unobtainable. It is 
questionable if the International Narcotic Edu- 
cation Association is pursuing the proper course 
in its efforts to mitigate this evil by the use of 
extravagant claims and scarehead publicity. The 
methods apparently employed by the Associa- 
tion are sufficiently similar to those adopted by 
various misguided and overzealous organizations 
with which we are all familiar to give rise to 
the suspicion that again common sense may be 


carried away by zeal 


MISCELLANY 


‘*DIPLOMA MILL’”’ APPEAL DISMISSED 


Brivcerort, Dec. 4—In a decision arraigning 
five eclectic doctors and the Connecticut eclectic 
medical examining board for ‘‘fraud and collu- 
sion,’’ Judge Christopher L. Avery, in superior 
court, dismissed the appeals of alleged ‘‘diplo- 
ma mill’’ graduates from the action of the state 
board of health in revoking their licenses.—Bos- 
ton Traveler. 


TUFTS COLLEGE MEDICAL SCHOOL 


Arrer much hectic campaigning the senior 
class at the Tufts College Medical School has 
finally elected the following for its class officers: 
Mr. H. G. Little, President; Mr. J. F. Lynch, 
Vice-president; Mr. J. L. Doherty, Treasurer; 
Miss L. C. Eisenhardt, Secretary. 

The staff of the ‘‘Caduceus,’’ an annual pub- 
lished by the senior class, has been appointed, 
as follows:—Mr. S. L. Gargle, Editor-in-chief ; 
Mr. L. J. Adelstein, Associate Editor; Mr. B. W. 
Hogan, Business Manager; Contributing Edi 
tors, C. Barharisi, 8. A. Dibbins, G. L. Esersky, 
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L. C. Eisenhardt, J. A. LaPalme, C. A. Halber- 
stam, L. A. Sagnalla, R. A. Macaulay, F. L. Shay, 
Jr.; Business Staff, J. W. Shea, L. Nathan, R. T. 
Draper, C. B. Kingsbury, T. E. Culliton, A. F. 
Phillips, A. M. Moloney ; Art Staff, I. M. Miller, 
E. J. Gage, V. H. Monti. 

Note: The Caduceus published by the Tufts 
Medical School should not be confounded with 
the publication under the same name emanating 
from the Middlesex College of Medicine and 
Surgery. 


HARVARD MEDICAL SCHOOL 
Dormirory 

ALL restrictions on the campaign for a Med- 
ica! School Dormitery have been removed, and 
the committee is now quite free to inform the 
publie of the needs and to solicit their interest 
and support. 

A new circular has been prepared, which was 
distributed on Wednesday, December 10, is 
signed by the Secretary of the committee and 
reads as follows: This new appeal deseribes 
once more the reasons why we want a dormitory, 
Let me summarize them. A dormitory will pro- 
vide healthy living conditions and good food. It 
will be a great help to men from a distance. It 
will be of real educational value. It will develop 
the personality of the students. It will provide 
some control of student’s health and some means 
of exercise. Post graduates in summer ean live 
in it: and the dining ha!l ean be converted into 
a large auditorium which is so necessary, ‘* More- 
over,’’ as President Lowell writes, ‘‘there is in 
the ease of the Harvard Medica! Students, the 
addi ional reason for a dormitory that, being in 
a large city, they have to get rooms which are 
scattered about and are often highly undesir- 
able.”’ 

The contributions received up to date are as 
follows: 1365 Harvard Medical School gradu- 
ates have given $93,905, and 458 generous donors 
among the laity have given, through their doe 
tors, the sum of $154,418, which means that 
S$248.525 has already been contributed, 

This sum ineludes several larger amounts 
which have been donated in order to establish 
memoria! rooms for the following list of doctors: 
Dr. David Williams Cheever, Dr. Algernon Cool- 
idee, Dr. Frederick Shurtleff Coolidge, Dr. Ilas- 
ket Derby. Dr. Harold Clarenee Ernst, Dr. 
George Fabyan, Dr. Thomas Ilovey Gage, Dr. 
Joseph BE. Garland, Dr. Francis Bishop Harring- 
ton. Dr. James Jackson, Dr. James Marsh Jack- 
son. Drs. Jeffries and Charles Tl. Best, Student 
and Co-Discoverer of Insulin, Dr. Amos Howe 
Johnson, Dr. Ernest Parker Miller, Dr. Francis 
Minot. Dr. Arthur Clark Nason, Dr. Louis Nel- 
son. Dr. Maurice Howe Richardson, Dr. George 
Krans “abine, Dr. Edmund Horace Stevens, Dr. 
John Baker Swift, Dr. George Cheyne Shattuck, 
Dr. hdward Thayer Twitehell, Dr. James Clark 
Dr. Morrill Wyman, 


In addition to these contributions, the Uni- 
versity has agreed to invest in the dormitory 
such an amount of money now in the permanent 
funds of the Medical School that the financial 
return from the whole dormitory will meet the 
proper interest charges on this investment. Since 
the room rentals will be as low as possible, not 
over one third of the total dormitory cost ean 
be provided by such means. Ilence one half of 
the cost of land and building is now assured, and 
only $555,000 remains to be raised. 

It seems to the committee as well as to Dr. 
Edsall that, ‘‘If everyone will realize that this 
is a project designed to overcome the present 
very unsatisfactory conditions of housing, food 
and companionship, every doctor ought to be 
glad to explain the need at every opportunity.’ 

As President Lowell writes, ‘‘The project de- 
serves the most earnest support.’’ 


BOSTON MEDICAL HISTORY CLUB 


MINUTES oF THE MEETING Mownpay, 
NOVEMBER 17, 1924 


Dr. Trmorny Leary spoke about, ‘‘A Statu- 
ette of General Warren.’’ He stated that this 
statuette of General Warren (1741-1775) was 
discovered by chance in Leonard’s Auction 
Rooms. He found that it had come from the 
estate of Professor Woodworth of Harvard. It 
was signed by A. Lamy. The statuette was not 
known at the Boston Medieal Library or at the 
Historical Society and it was unlike the statue 
of General Warren in Warren Square. Lamy 
was a pattern maker who lived in South Boston 
in 1857, his name being found in the Boston Di- 
rectory in 1858. The statuette is a copy of a 
statue by Henry Dexter, made of Italian mar. 
ble, now at Bunker Hill. Dr. Leary has not been 
able to diseover other copies of this statuette, al- 
though it seems likely that others must have been 
made. The present generation of the Warren 
family do not consider either the statue or the 
statuette, which differs slightly from the statue, 
a good likeness of General Warren. 

Dr. Farlow said that when he was in Paris, 
last summer, he looked up the reeords of thie 
Lamy family. There were a number of artists 
and seulptors, but it is doubtful if the Lamy who 
made this statuette was closely related to the 
more famous family in France. Dr. Courtney 
called attention to the spelling of the name, prob- 
ably being originally ‘‘L’Amy.’”’ 

Dr. John T. Bottomley presented a paper on 
Extra-Illustrated Copy of Mumford’s Nar- 
rative of Medicine in Ameriea.’’ He exhibited 
his copy and said that he had long been inter- 
ested in American history and had extra-illus- 
trated a number of historical works ineluding 
those of Trevelyan, McMaster, and Rhodes. [le 
thought such a book as Mumford had written. 
although very interesting in itself, would be 
more so if illustrated. 

Dr. Bottomley’s copy is in four volumes ex- 
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quisitely bound, with the interleaves carrying 
prints of the physicians mentioned in the text. 
They were arranged by a Mr. Berquist of Bos- 
ton. This man, a Swede, is probably the best 
extra-illustrator in the United States. He not 
only has a fine knowledge of prints but he knows 
history so thoroughly that the prints are placed 
in proper relation to the text. The books were 
bound in London. 


Prints have been secured of many doctors, al- 
though he still has a fairly large list of which 
he can find no pictures available, especially of 
Southern physicians. Dr. Bottomley, in search- 
ing for his protraits, found that there were very 
few prints of American doctors, compared with 
the great number of English and Continental 
portraits of physicians. He felt that this was 
because few engravers came to this country, from 
Europe, in the 18th and 19th century. One of 
the best known of American engravers, Edwin, 
did many engravings in this country, but few 
were of the medical men, that of Benjamin Rush 
being an exception. Another engraver, Lemy, 
did most of the American doctors of the early 
period. The most famous, however, was Max Ro- 
senthal, who came to this country from Poland 
in 1847-1849. He did many drawings during the 
Civil War and illustrated some of the volumes 
of the Medical and Surgical History of the War 
of the Rebellion (1870-88); he did much work 
for Dr. Joseph Leidy (1823-91) of Philadelphia. 
Rosenthal was not only a creditable line en- 
graver but also did etchings and mezzotints. His 
mezzotints are highly valued by collectors. Dr. 
Bottomley obtained many of his pictures from 
Rosenthal and his son; the son is still living in 
Philadelphia. 

Dr. Bottomley then spoke of some of the men 
mentioned by Mumford, especially Benjamin 
Winslow Dudley (1785-1870) the lithotomist, 
Daniel Drake (1785-1852) ‘‘the greatest physi- 
cian of the West and one of the most picturesque 
figures in American Medicine (Garrison) ,’’ and 
Benjamin Church, the first Surgeon-General of 
the American Army. 


Dr. Leary said that he thought there were no 
existing portraits of Benjamin Church. There 
is, however, a picture of his grandfather often 
labelled as ‘‘B. Church.’’ Dr. Bottomley thought 
that what Dr. Leary said was true and that the 
print supposed to represent Dr. Church is really 
that of his grandfather. Dr. Paul Eaton spoke 
of meeting the grand-daughter of Daniel Drake, 


who was much surprised to know that her great- 


grandfather was a well-known early American 
physician. 

Dr. J. W. Farlow spoke on ‘‘The Story of the 
Staniford Street Dispensary,’’ in Boston. He 
outlined the origin and aims of the Dispensary 
and reviewed its career, mentioning various men 
who were connected with the clinical work and 
teaching of students. It is expected that this 


paper will later be published in the Boston Mrp- 
ICAL AND SURGICAL JOURNAL. , 
Dr. Fred B. Lund spoke on ‘‘The Life and 
Times of Hippocrates.’’ This paper is published 
in full in the Boston Mepicat AND SurGICAL 
JOURNAL of November 27, 1924. Dr. Lund’s 
~ was followed by a general discussion led by 
r. Courtney and Dr. Streeter. 
Henry R. Viets, M. D., 
Secretary. 


BOSTON HEALTH LEAGUE, INC. 
WINTER Procram 1924-1925 


THE Boston Health League has committed it- 
self to a winter program which will thoroughly 
review the fundamental services carried on in 
the Boston health units with a close study of the 
same and has arranged the following program: 

The first meeting was held December 10—(a) 
Health Unit Development in Boston. (b) Func- 
tions of a Health Unit and Its Essential Ser- 
vices. 

Subjects for future meetings: 

January 14—Prenatal and Post Natal Care. 

February 11—Annual Meeting. Speakers and 
topic to be announced. 

March 11—Child Hygiene (Infant and pre- 
school age child). 

April 8—School Child Health. 

May 13—Health of the Adult—(a) Health 
Education. (b) Periodic Health Examinations. 

Papers and discussions in the above subjects 
will be given by leading members of the pro- 
fession and it is sincerely hoped that all mem- 
bers of the League will avail themselves of the 
opportunity to be present to hear and possibly 
join in the discussion and expression of opinion. 


WINTER TRAINING, MEDICAL DEPART- 
MENT, O. R. C., 1924-25 


Tue following is the program of further Win- 
ter training for the Medical Department of the 
XI Corps. Certain changes may prove necessa- 
ry as the situation develops. officers of the 
Medical Department of whatever branch and of 
whatever orgunization, whether Corps or Divi- 
sion or Base assignment Group, are cordially in- 
vited to attend these meetings. 

They will be held in a lecture room at the Bos- 
ton Medical Library at 8:00 P. M., on the dates 
mentioned below. The plan previously an- 
nounced, of having those attending, hand in so- 
lutions of successive stages of the tactical pro- 
pounded, has been abandoned, for no personnel 
is available for the examination and discussion 
of such solutions. Instead of this, there will be 
presented at each meeting an approved solution 
of a successive phase of the problem. These so- 
lutions will be presented by officers who have 
been selected for that service and notified ac- 
cordingly. 

The program for December 10th was Medical 
Department Tactics. Organization and Admin- 
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istration of the Medical Service. Line of Com- 
munication, Chief Surgeon’s Office. Deputy of 
Chief Surgeon with the General Staff. Geo- 
graphic Sections of the 8.0.8. Col. E. E. Ruff- 
ner, M. C. 

January 7th—Medical Department Tactics. 
The Corps Surgeon, Col. George F. Keenan, 
Med-ORC. The Division Surgeon, Lt. Col. G. 
M. Ekwurzol, M. C., and Col. A. S. Begg, Med- 
ORC. The Collecting Battalion, Major Roger 
W. Schofield, Med-ORC. The Ambulance Com- 
pany, Major Ralph W. Deneen, Med-ORC. 

January 26th—Medical Department Tacties. 
The Field Hospital Company, Lt. Col. Fred L. 
Bogan, Med-ORC. The Surgical Hospital, Lt. 
Col. Charles S. Butler, Med-ORC. The Evacu- 
ation Hospital, Col. George H. R. Gosman, Med- 
ORC. The Dental Service, Major C. W. Lewis, 
D. C., USA. 

February 11th—Medical Department Tacties. 
Epidemiology and Laboratory Service of a Field 
Army, Col. Hans Zinnser. Hygiene and Sani- 
— in the Field, Col. Wm. J. L. Lyster, Med- 


March 4th—Medical Department Tactics. 
Hospital Trains and Regulating Stations, Capt. 
Louis F. Salornom, Med-ORC. The General Hos- 
pital, Col. Fred A. Washburn, Med-ORC. The 
Hospital Center, Col. Joseph E. Ford, M. C., 
USA. The Veterinary Service, Lt. Col. J. II. 
Uri, USA. 

March 18th—Medical Department Tacties. 
The Quartermaster Service, in reference to the 
Medical Department, Col. Wm. E. Horton, 
QMC, USA. Medical Supply Service and De- 
pots, Capt. F. A. Sullivan, M. A.-ORC. 

April lst—Medical Department Tacties. The 
relationships of the Medical Department to other 
elements of the Army in campaign, Major R. J. 
Herman, Inf. (GS). G-3. The Professional 
Service, Brig. Gen. Joel Goldthwaite, O.R.C. The 
importance & responsibility of the O.R.C., Col. 
C. D. Roberts, Gen. Staff. 

For the Corps Surgeon, 
H. S. Beckrorp, 
Major, M.C. USA., 
Executive, O.R.C. 


APPOINTMENTS AT THE HARVARD 
MEDICAL SCHOOL 


Tue Proressor or CLINICAL SuRGERY 


Dr. Josnvua C. Husparp has been appointed 
Professor of Clinical Surgery at the Harvard 
Medical School to fill the position made vacant 
by the resignation of Dr. Frank H. Lahey. 

Dr. Ifubbard received the degree of A. B. 
from Harvard College in 1892 and the M. D. 
degree from the Harvard Medical School in 
1596. After graduation he served as house of- 
ficer in the Massachusetts General Hospital and 
in the Boston Lying-In Hospital. He began his 


work in the Boston City Hospital in the Out- 
Patient Department and has risen in service 
to become Chief of the Fifth Surgical Service. 

Dr. Hubbard is connected with the Leonard 
Morse Hospital in Natick and the Newton Hos- 
pital and served overseas in the World War as 
Lt. Colonel connected with Base Hospital 85. 

He brings to this position a long and success- 
ful experience in surgery and his achievements 
warrant confident belief in a successful admin- 
istration of the office to which he has been ap- 
pointed. 


At a meeting of the Faculty of Medicine held 
on Friday, December 5, 1924, other appoint- 
ments were made: 

Reappointment from January 1, 1925, to 
July 1, 1925: Saul Berman, M. D., Fellow in 
Obstetrics. 

Reappointments with charge of title for one 
year from September 1, 1924: Robert Carlyle 
Cochrane, M. D., Instructor in Surgery and in 
Genito-Urinary Surgery, from Instructor in 
Surgery; Gustave Philip Grabfield, M. D., In- 
structor in Pharmacology and Assistant in Med- 
icine, from Instructor in Pharmacology; Wil- 
liam Gordon Lennox, M. D., Assistant in Medi- 
eine and Research Fellow in Neuropathology. 
from Assistant in Medicine; 


New Appointments for one year from Sep- 
tember 1, 1924: Maxwell Eugene Macdonald, 
M.D., Assistant in Neuropathology ; Loring Tif- 
fany Swaim, M. D., Assistant in Orthopaedic 
Surgery; John Peter Treanor, Jr., M. D., 
Charles Follen Folsom Teaching Fellow in Hy- 
giene; James Arthur Kennedy, Ph.D., Research 
Fellow in Bacteriology; Walter deMoulpied 
Seriver, M. D., Research Fellow in Biological 
Chemistry; Charles Simpson Woodall, M. D., 
Research Fellow in Biological Chemistry ; Las. 
zlo Reiner, M. D., D. Se., Research Fellow in 
Physical Chemistry; Emily Beatrice Carrier. 
M. D., Research Fellow in Pathology; Aura 
James Miller, M. D., Research Fellow in Path- 
ology; Eugen Kramar, M. D., Research Fellow 
in Pediatries. 

New appointment from January 1, 1925. to 
September 1, 1925: Robert Colnon Lonergan. 
M. D., Teaching Fellow in Orthopaedic Sur- 


gery. 


APPOINTMENTS FOR THE YEAR BEGINNING SEI" 
TEMBER 1, 1924, IN COURSES FOR GRADUATES, 
HARVARD MEDICAL SCHOOL 


Anaesthesia—Reappointments: John Edward 
Butler, M. D., Clinieal Assistant in Anaest he 
sia, Courses for Graduates; Nathaniel Nile 
Morse, M. Clinieal Assistant in Anaesthesia, 
Courses for Graduates; Lincoin Fleetford Sise. 
M. D.. Clinical Assistant in Anaesthesia. Courses 
for Graduates. 

Dermatology — New Appointment : Arthu 
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Moses Greenwood, M. D., Assistant in Dermat- 
ology, Courses for Graduates, , 
ppointments: Harvey Parker Towle. M. 
D., Associate in Dermatology, Courses for Grad: 
uates; Clarence Guy Lane, M. D., Instructor in 
Dermatology, Courses for Graduates. 

Genito-Urinary Surgery — Reappointments: 
John Henry Cunningham, Jr., M. D., Associate 
in Genito-Urinary Surgery, Courses for Gradu- 
ates; Richard Frothingham O’Neil, M. D., As- 
sociate in Genito-Urinary Surgery, Courses for 
Graduates; Ernest Granville Crabtree, M. D.. 
Instructor in Genito-Urinary Surgery, Courses 
for Graduates; Harvard Hersey Crabtree, M. D.. 
Instructor in Genito-Urinary Surgery, Courses 
for Graduates; George Gilbert Smith, M. D., In- 
structor in Genito-Urinary Surgery, Courses for 
Graduates. 

Gynaecology—Reappointment: Alonzo King- 
man Paine, M. D., Assistant in Gynaecology, 
Courses for Graduates. 

Laryngology—Reappointment: Gordon Ber- 
ry, M. D., Instructor in Laryngology, Courses 
for Graduates. 

Medicine—Reappointments: Henry Fox 
Hewes, M. D., Instructor in Medicine, Courses 
for Graduates; Ralph Clinton Larrabee, M. D., 
Instructor in Medicine, Courses for Graduates; 
Franklin Warren White, M. D., Instructor in 
Medicine, Courses for Graduates; Harold Bow- 
ditch, M. D., Assistant Instructor in Medicine. 
Courses for Graduates; Francis Gorham Brig- 
ham, M. D., Assistant Instructor in Medicine, 
Courses for Graduates; Cleaveland Floyd, M. 
D., Assistant Instructor in Medicine, Courses 
for Graduates; Harry Winfred Goodall, M. D., 
Assistant Instructor in Medicine, Courses for 
Graduates; Walter Alden Griffen, M. D., Assist- 
ant Instructor in Medicine, Courses for Grad- 
uates; Lesley Hinckley Spooner, M. D., Assist- 
ant Instructor in Medicine, Courses for Grad- 
uates; Nathaniel Knight Wood, M. D., Assistant 
Instructor in Medicine, Courses for Graduates. 


Ophthalmology — Reappointments: Allen 
Greenwood, M. D., Associate in Ophthalmology, 
Courses for Graduates; Harold Beckles Chanid- 
ler, M. D., Clinical Assistant in Ophthalmology. 
Courses for Graduates; Edward Keith Ellis, M. 
D., C'inieal Assistant in Ophthalmology, Courses 
for Graduates; John Greenwood Jennings, M. 
D., Clinical Assistant in Ophthalmology, Courses 
for Graduates; William Holbrook Lowell, M. D., 
Clinieal Assistant in Ophthalmology, Courses 
for Graduates; Roland Chester Mackenzie, M. 
D., Clinical Assistant in Ophthalmology, Courses 
for Graduates. ; 

Orthopaedic Surgery—Reappointments : Mark 
Homer Rogers, M. D., Instructor in Orthopaedic 
Surgery, Courses for Graduates; Elliott Gray 
Brackett, M. D., Associate in Orthopaedic Sur- 
gery, Courses for Graduates; Joel Ernest Gold- 
thwait, M. D., Associate in Orthopaedic Sur- 
gery, Courses for Graduates; Charles Fairbank 


Painter, M. D., Associate in Orthopaedic Sur- 
gery, Courses for Graduates; Joseph Henry 
Shortell, M. D., Assistant in Orthopaedic Sur- 
gery, Courses for Graduates. 

Otology—Reappointments: George Loring 
Tobey, Jr., M. D., Associate in Otology, Courses 
for Graduates; Dana Warren Drury, M. D., As- 
sistant in Otology, Courses for Graduates; Leon | 
Edward White, M. D., Fellow in Otology, 
Courses for Graduates. 

Pathology—Reappointment: Oscar Richard- 
son, M. D., Instructor in Pathology, Courses for 
Graduates. 

Pediatrics—Reappointment: Edmund Boyd 
Fitzgerald, M. D., Assistant in Pediatrics, 
Courses for Graduates. 

New Appointment: Sidney Hertz Weiner, M. 
D., Assistant in Pediatrics, Courses for Gradu- 
ates. 

Physical Therapeutics — Reappointment: 
Frank Butler Granger, M. D., Instructor in 
Physical Therapeutics, Courses for Graduates. 

Proctology—Reappointments: Thomas Chit- 
tendon Hill, M. D., Instructor in Proctology, 
Courses for Graduates; Frank Percival Wil- 
liams, M. D., Instructor in Proctology, Courses 
for Graduates. 

Roentgenology—Reappointment: Alexander 
MacMillan, M. D., Assistant in Roentgenology, 
Courses for Graduates. 

Surgery—Reappointments: Charles Galloupe 
Mixter, M. D., Instructor in Surgery, Courses 
for Graduates; Franklin Greene Balch, M. D., 
Associate in Surgery, Courses for Graduates; 
John Taylor Bottomley, M. D., Associate in 
Surgery, Courses for Graduates; George Wash- 
ington Wales Brewster, M. D., Associate in Sur- 
gery, Courses for Graduates; Frederie Jay Cot- 
ton, M. D., Associate in Surgery, Courses for 
Graduates; Lincoln Davs, M. D., Associate in 
Surgery, Courses for Graduates; Daniel Fiske 
Jones, M. D., Associate in Surgery, Courses for 
Graduates; Hugh Williams, M. D., Associate 
in Surgery, Courses for Graduates; Somers Fra- 
ser, M. D., Assistant in Surgery, Courses for 
Graduates; William Jason Mixter, M. D., As- 
sistant in Surgery, Courses for Graduates; Irv- 
ing James Walker, M. D., Assistant in Surgery, 
Courses for Graduates; Wyman Whittemore, M: 
D., Assistant in Surgery, Courses for Gradu- 
ates; Daniel Francis Mahoney, M. D., Clinical 
Assistant in Surgery, Courses for Graduates. 


TYPHOID FEVER SPRFAD BY EATING 
RAW OYSTERS 


New York Crry is concerned beeause about 
three hundred cases of typhoid fever have been 
found seattered in different sections. This 1s 
about three times the usual number of cases at 
this time of the vear. 

The Board of Health has taken up the study 
of shell fish as a possible source of infection. 
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According to the New York health authorities 
cities in New England and the middle west have 
reported an unusual number of cases. 

Dr. Mahoney of the Boston Board reports that 
there is no unusual incidence of typhoid in this 


city. 


WALTER E. FERNALD 


When death claims men like Walter Fernald 
It takes too great a toll 

From the world’s scant store of noble men; 
Not one could be so illy spared 

High soul, far-seeing eye, responsive friend; 


Guide to baffled parents of the problem child: 
Inspirer of his colleagues and the staff 

Who with him strove to make his vision real: 
Magnetic teacher of the student bands 

Who ever sought his counsel and advice 

And took away a loftier purpose, keener zeal, 
A new enlightenment to turn upon their task: 
Leader in the newer science of the mind 

That though my intellect may measure less than 


yours 
Yet has it something for the world to use, 
The little dipper has its use as surely as the 
great, | 
Worth is inherent in us all. 
When death claims leader, teacher, friend 
It takes a toll too high 
Or seems to ’til the audit shows 
That most of him survives 
Precept, example, spirit, all 
A splendid image make 
For us a lasting heritage 
Death but illuminates. 
Nov. 29, 1924. 


RECENT DEATHS 


A. 8. B. G. 


Dr. Jounn SHANAHAN, a retired Fellow of the 
Massachusetts Medical Society, died at his home 
in Peabody, November 4, 1924, after a brief at- 
tack of influenza and heart complications. 

Dr. Shanahan was born in Lawrence, Dec. 25, 
1858, took his medical degree in the medical de- 
partment of New York University in 1881 and 
settled in Fall River but soon moved to Peabody, 
where he had practiced since. He had delivered 
nearly 2000 babies, was a member of the medi- 
cal staff of the J. B. Thomas Hospital, a mem- 
ber of the Essex South District Medical Society, 
of the American Medical Association, medical ex- 
aminer for the Knights of Columbus, and for 
the Moose, Eagles and Foresters, and a member 
of the board of health before Peabody became a 
city. 
He is survived by his widow, who was Miss 
Minnie A. Callahan of Lynn. 


Dr. Witt1am DeBtois Harris died at the 
Lynn Hospital following an attack of pneumo- 
nia December 8, 1924, at the age of 52. 


Dr. Harris was born in Wolfville, N, S., in 
1872, and was graduated from Acadia College 
in 1893, coming to Boston the year later, and 
attaching himself to'the McLean Hospital, Later 
he went to Baltimore, where he entered the Col- 
lege of Physicians and Surgeons, from which he 
was graduated in 1899, going to Lynn the fol- 
lowing year. He was a thirty-second degree Ma- 
son and a member of the Washington Street 
Baptist Church, of which he had been superin- 
tendent of the Sunday School, and a member of 
the Massachusetts Medical Society and the Lynn 
Fraternity. 3 

e is survived by his wife and one daughter, 
three brothers and two sisters. 7 


‘Dr. Joun Tuomas Paut Jongs, a graduate of 
Boston University School of Medicine in 1901, 
died at his home on West Broadway, South Bos- 
ton, December 13, 1924, at the age of 50. 


He had been ill about a week, but was believed 
to be on the road to recovery. Death was caused 
by heart disease. 


Dr. Jones was born in Boston and had spent 
most of his life there. He was a member of the 
Boston Lodge of Elks, Catholic Order of Forest- 
ers, Foresters of America, and of Pere Marquette 
Council, Knights of Columbus. 


The surviving relatives are his widow, two 
daughters, Muriel and Alice, and one sister who 
is a nun of the Order of St. Francis de Sales. 


CORRESPONDENCE 


VIENNA LETTER 


(From Our Regular Correspondent) 
MILK-BORNE DISEASE 


A case of the greatest interest to milk-consumers-- 
that is to say to the whole world—came before the 
courts of justice last week. The facts disclosed were 
that a woman was taken ill in a large Austrian town 
in September, 1923, with typhoid fever, and eventu- 
ally died. In the town and its district in which she 
lived there were at or about the same time 18 cases 
of the disease, and 10 of these patients drew their 
milk supply from one dairy. The medical officer of 
health made inquiries and he came to the conclusion 
that the source of the outbreak—at any rate as re 
gards the latter 10 cases—was due to the milk they 
had been drinking. The woman’s children brought 
action against the dairy company for the loss they 
had sustained by reason of the death of their mother 
and for the expenses they had incurred through her 
illness. In evidence it was stated that a case of 
typhoid fever occurred in a cottage connected with 
one of the farms whence the company drew their 
milk, and it was contended by the plaintiff and de 
nied by the defendants that there was sufficient evi- 
dence to connect this case with the outbreak among 
the consumers. The plaintiff's counsel relied not only 
on the general principle that a purveyor is bound 
to supply food that is not injurious to health, but 
also on the special statement of the company that 
they were in a position to guarantee their milk to be 
free from disease germs. The lawyer for the defence 
submitted that the evidence was not sufficient to sup 
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port the plaintiff's contention, but the ju MASSACHUSETTS DEP MENT PUBLI 
e jury. esses were on both si : 
to prove whether or not the case of typhoid at the vos tus 
farm had any etiological relation to the cases among man 6, 1934 
_the consumers, and eventually the jury decided for| , Diseases No. of Cases Diseases No. of Cases 
the plaintiff, awarding him only 60 millions, about | A®terior poliomyelitis 5 Ophthalmia neonato- 
2000 dollars, the amount at which they assessed their | Chickenpox rum 
expenses. Judgment was therefore given for thai | Diphtheria 153 Pneumonia, lobar 118 
amount with costs. Dog-bite requiring Scarlet fever 279 
anti-rabic treat- Septic sore throat 3 
ment ‘ 2 Syphilis 40 
DEAFNESS IN SCHOOL lethar- conjunc- 
The medical officer of health in Lower Austria has a 
selected a town in his area for exact observation and | “Pidemic cerebrospt- Trachoma 1 
. nal meningitis 1 Trichinosis 1 
gives us the following: From 1000 children, 385, or German measles 27 Tuberculosis, 
38.5 per cent., had normal hearing; 615, or 61.5 per| Gonorrhea 138 rcu pulmo- 100 
cent., had defective hearing, out of these 362, or about Influenza 18 Tuberculosis, other 
60 per cent., being bilateral. In analyzing the defec- Malaria 1 f 49 
tives, 11 per cent. had discharging ears, 15 per cent. Measles 128 Typhoid t 13 
enlargement of the pharyngeal: glands, 13 per cent. Mumps 103 Wh in 78 
61 per cent. suffered from — 
catarrh o e eustachian tube and middle ear. In 
the whole school about one quarter of the boys would CONNECTICUT DEPARTMENT OF HEALTH 
be exempt from military service owing to defective | Morsmrry Rerort ror THE ENDING 
hearing and other bodily defects. Only 2% per cent NOVEMBER 29, 1924 
were actually conscious of deafness or any defect| (Including all cases reported before 11 A. M., Monday, 
about the ears. He thinks the State should see to December 1, 1924) 
the treatment of these children as part of its duty. Diphtheria New Britain 1 
Fairfield County Middlesex County 
TREATMENT OF OBESITY _ Bridgeport 7 |, Middletown (C) 1 
Danbury (C) 1 New Haven County 
Professor Hatiegan, of the University of Cluj, ad. Greenwich 6 Meriden (C) 2 
vises the following modification of the Robin method Norwalk 2 New Haven 1 
of treating obesity: Breakfast, 7.30 A. M.—Cold lean Stamford (C) 1 New London County 
meat, two to four ounces; two drachms of bread; a} Hartford County Stonington 1 
cup of weak tea, without sugar or milk. 10 o’clock— Hartford 5 _ 
One egg, without bread. 12 o’clock—Roast or grilled New Britain 1 State total 9 
meat, two to four ounces, without gravy or sauce; Newington 1 Lats week 2 
green vegetables ad libitum, without butter or grease; .Plainville 1 Scarlet Fever 
weak tea, without sugar. 4 o’clock—A cup of tea, Southington 4 Fairfield County 
without sugar. 7 o’clock—Two eggs, green vege-| Litchfield County Bridgeport 5 
tables, one ounce of bread, weak tea. A walk of half Norfolk 1 Danbury (C) 1 
an hour after the principal meals. Thomaston 2 Shelton 1 
In this way the patient will have lost 20 to 24] New Haven County Stamford (C) 3 
pounds in 25 days. At the end of that time the rigor Ansonia 2 _ Stratford 2 
of the régime may be lessened, the quantity of bread Meriden (C) 2 ._——~ County 
may be increased, and the tea may be replaced by a} New Haven 1 pe we 9 
little wine and water, and a little butter may be Waterbury 14 anchester 1 
New London County New Britain 9 
allowed in the vegetables. 
Bozrah 1 Litchfield County 
For some months the patients will continue to Grot T 1 Litchfield 1 
observe the régime, and they wil have lost roton (T)  hemesten 9 
from 40 to 50 pounds weight, by whic e dyspeptic 
troubles, oppression and bronchial catarrh, from 2 
which they generally suffer, will have been greatly East Hampton 1 
relieved. The following diphtheria 
Middletown (C) 2 
bacilli were Saybrook 2 
RESPONSIBILITIES OF NURSING ASSOCIATIONS 2 County 
nsonia 
An appeal case of considerable importance with ae : Beacon Falls 1 
regard to the legal responsibilities of nursing asso- wine a 4 East Haven 1 
ciations was decided last week in the Vienna law New Britain 2 New Haven 38 
courts. A nursing association sent a nurse to attend se i. g Seymour 3 
at an operation. By her negligence an electric ther- Norwalk 1 Wallingford (B) 2 
mophore was allowed to lie in contact with the bare Plainville 1 Waterbury 5 
skin of the patient in the right hypochondriac re- West Haven 1 
gion. The patient was burned and brought action Measles New London County 
for damages. The plaintiff was awarded 10 million| Fairfield County Colchester 1 
crowns, about 200 dollars, by the jury. Defendants Stamford (C) 1 Groton (T) 1 
appealed on the ground that they were not in point] New Haven County New London 1 
of law liable for the acts of their nurses, who were,| New Haven 2 Norwich (T) 2 
they contended, at the time of the negligence the = Tolland County 
servants of the master they were attending. The] State total | Rockville 2 
High Court granted the appeal, finding the associa-| Last week 8 Windham County 
tion was not liable for any want of ordinary care Typhoid Fever Plainfield 1 
and skill on the part of the nurse they supplied.| pairfeld County Thompson 1 
The nurse sent for the purposes of nursing was in| pridgeport 1 _ 
no sense the servant of the association, which, there- Greenwich 3 State total 109 
fore, was not liable for her ness. Hartford County Last week 120 
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Whooping Cough State total 54 inati : 
Fairfield County . Last week 50 The first examination will be held at the time 


Greenwich 1 
Stamford (C) 2 t 
Hartford County 
East Hartford 3 
Enfield 18 Cerebrospinal men. 1 
New Britain 2 Chickenpox 50 
Southington 1 Conjunctivitis inf. 4 
New Haven County Ophthalmia neo. 1 
New Haven 3 Encephalitis epid. 2 
North Haven 1 German measles 8 
Waterbury 2 Influenza 7 
New London County Mumps 10 
Groton (B) 7 Pneumonia (lobar) 28 
New London 10 Tuberculosis (pul.) 14. 
Tolland County Gonorrhea 24 
Mansfield 4 Syphilis 24 
NEWS ITEMS 
ANNOUNCEMENT 


Dr. Arthur M. Kimberly has opened an office 
for the practice of Pediatrics, Rooms 328-330 
Chapin Building, 29 Pearl Street, Worcester. 


A WORTHY CASE 


In response to our appeal in the Journat of 
December 4 for funds for a needy physician, 
contributions to the amount of $181 have been 
received and forwarded to the doctor who is in 
charge of relief plans. 


THE AMERICAN BOARD OF OTOLARYN- 
GOLOGY 


The American Board of Otolaryngology was 
organized in Chicago on November 10. The fol- 
lowing constitute the board of directors: Drs. 
Harris P. Mosher, Boston, president; Frank R. 
Spencer, Boulder, Colo., vice president; Hanau 
W. Loeb, St. Louis, secretary and treasurer; 
Thomas E. Carmody, Denver; Joseph C. Beck, 
Chieago; Thomas H. Halsted, Syracuse, N. Y.; 
Robert C. Lynch, New Orleans; Burt R. Shurly, 
Detroit; Ross H. Skillern, Philadelphia; Wil- 
liam P. Wherry, Omaha. The office of the Board 
is at 1402 South Grand Boulevard, St. Louis, 
Missouri. The board comprises representatives 
of the five national otolaryngologic associations ; 
the American Otological Society, the American 
Laryngological Association, the American Lar- 
yngological, Rhinological and Otological Socie- 
ty, the American Academy of Ophthalmology 
and Otolaryngology and the Section of Laryn- 
gology, Otology and Rhinology of the American 
Medical Association. The object of the associa- 
tion is to elevate the standard of otolaryngology, 
to familiarize the public with its aims and ideals, 
to protect the public against unqualified practi- 
tioners. to receive applications for examination 
in otolaryngology, to conduct examinations of 
such applicants, to issue certificates of qualifica- 
tion in otolaryngology and to perform such du- 
ties as will advance the cause of otolaryngology. 


of the meeting of the American Medical Asso. 
ciation. 


REPORTS AND NOTICES OF MEETINGS 


THe CONFERENCES which have 
been held at the Harvard Medical School during 
the past weeks will be suspended until after Jan- 
uary 1, 1925. 


THE ESSEX SOUTH MEDICAL SOCIETY 


Tue Essex Sourn Mepicat Soctety meeting 
was held at the Beverly Hospital, Wednesday, 
December 3rd. About sixty members were pres- 
ent from the cities and towns in the vicinity. The 
following program was given:—5:00 P. M. 
Clinie by members of the staff. 

1. Dr. Albert Parkhurst—a. Three Obstetric 
eases. b. Iugol Solution in Thyroid Disease. 

2. Dr. Thomas Odeneal—a. Septicemia 
Treated with Mercurochrome. b. Focal Infee- 
tion Originating in Accessory Nasal Sinuses. 

3. Dr. Clifton Bueck—a. Chronic nephritis. 

4. Dr. Peer P. Johnson—a. Two cases Bone 
Tumors. b. Report of cases. 

5. Dr. Mary Bogan—a. X-rays of Renal Cal- 
culus (two cases). 

7:00 P. M. Supper. 

1. Business meeting. 

Dr. John Homans spoke on ‘‘ Early Diagnosis 
of Carcinoma of the Large Intestines.’’ Talk il- 
lustrated with lantern slides. 

Raupu E. Stone, 
Secretary. 


INTERURBAN CLINICAL CLUB 


Tne Interurban Clinical Club held its thirty- 
fifth meeting in Boston on December fifth and 
sixth. Papers were presented and clinics held 
at the Peter Bent Brigham, the New England 
Deaconess, the Massachusetts General, and the 
Boston City Hospital, and demonstrations were 
given at the Harvard Medical School. A din- 
ner was held at the Harvard Club on the even- 
ing of the fifth, with discussion of the question 
of correlation and opportunity for the superior 
student with comments on the comprehensive 
examination and the tutorial method. 


MEETING OF THE HARVARD MEDICAL 
SOCIETY 


Tue Harvard Medical Society heid its regu- 
lar fortnightly meeting on Tuesday evening, 
Dee. 9th, at the Peter Bent Brigham Hospital. 
The program began with the presentation of an 
interesting ease: A patient was shown with 4 
large tumor-like swelling in the region of the 
right lobe of the thyroid The history, symp 
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toms and treatment of the case were presen 
followed by a short discussion. r “a 
Dr. Tracy J. Putnam addressed the meeting 
on “‘Hematoma of the Dura Mater and its Rela- 
tion to Pachymeningitis Hemorrhagica In- 
terna."’ He gave a comprehensive review of the 
data collected on this condition, from various 
cases reported in the United States. The path- 
ology and histology of several cases were ex- 
plained and illustrated with lantern slides. 
Trauma of the head had occurred in many of the 
cases previous to the onset of symptoms. 
_ Dr. Edward C. Streeter gave a most interest- 
ing account of the discovery of the valves in 
the veins. This important discovery has been 
commonly ascribed to Fabricius ab acqua- 
peridente. Dr. Streeter showed that Fabricius 
only made a rediscovery of these structures sev- 
eral decades after Cannani, an Italian anatomist, 
had made the primary discovery in 1545. 


WORCESTER DISTRICT MEDICAL SOCIE- 
TY, WORCESTER, MASSACHUSETTS 


December 9, 1924. 
THE January meeting of this Society will be 
held on the 14th (not 7th as previously an- 


the Worcester City Hospital. Dr. Royal P. Wat- 
kins will read a paper on ‘‘The Doubtful Ab- 
domeén,’’ and Dr. Lewis Gregory Cole’s motion 
pictures of stomach and duodenum will be 
shown. 
Very truly yours, 
Putmir H. Cook, M. D., 
Secretary. 


HEALTH UNIT, 17 BLOSSOM STREET 


Tue regular monthly meeting of the West 
End Neighborhood Conference will be held at 
the Health Unit, 17 Blossom Street, Friday, De- 
cember 19, 1924, at 3:30 P. M. 

Miss Bernice Billings of the Boston Tubereu- 
losis Association will speak on ‘‘The Work of 
the Boston Tuberculosis Association’’ which sup- 
ports the Prendergast Camp. Everyone should 
be familiar with the splendid program carried 
on by this organization. 


known. 

Please make every effort to be present and 
hear from Miss Billings just how the work is 
being carried on. Other important business 
will be transacted. 

Cuartes F. Wininsky, M. D., 
Secretary, West End Neighborhood Conference. 


THE AMERICAN LARYNGOLOGICAL, 
RHINOLOGICAL AND OTOLOGICAL 
SOCIETY, INC. 


Tue Eastern Section of the American Laryn- 
gological, Rhinological and Otological Society is 


uary 24, 1925. Through the kind offices of Dr. 
Allan Winter Rowe of the Evans Memorial and 
Prof. F. S. Dellenbaugh of the Massachusetts In- 
stitute of Technology, arrangements have been 
made for what promises to be a unique and most 
interesting session on ‘‘Sound’’ to which we are 
inviting the members of allied societies. 

The program as now outlined will commence 
at 8:15 P. M. with a demonstration of ‘‘the elee- 
trical amplification and filtering of sound’’ by 
Dr. Harvey Fletcher of New York, the head of 
the rescarch department of the Western Electric 
and the American Telephone Companies. The 
managers of Jordan Hall approving of this ef- 
fort have given us the use of their splendid audi- 
torium (floor capacity—500 ; baleony—400) and 
Dr. Fletcher and his assistants purpose wiring 
the hall for the demonstration which with his 
address will consume about an hour. 

Then there will be five fifteen minute addresses 
by leading representatives from the scientific 
groups present :—the otologist, the physicist, the 
vocalist, the electrical engineer, and the acoustic 
engineer. As time affords there will then be a 
general discussion. 

The occasion will be unique, the opportunity 
unusual. Members of the Suffolk District Med- 
ical Society are cordially invited to attend this 
meeting. 


UNITED STATES CIVIL SERVICE 
EXAMINATIONS 


MepicaL OFFIcer, JUNIOR GRADE, ENTRANCE SALARIES 
uP To $2000—MepbicaL Orricer, Grape A, ENTRANCE 
SALARIES UP TO $3250—MeEDIcAL OFFICER, GRADE B, 
ENTRANCE SALARIES UP TO $4250 


Applications Will Be Rated as Received Until 
December 30, 1924 


The United States Civil Service Commission an- 
nounces open competitive examinations under the 
above titles. Vacancies in the positions of physician 
in the Indian Service, surgeon in the Coast and Geo- 
detic Survey, physician in the Panama Canal Service 
for duty outside of hospitals; vacancies in the Cen- 
tral Office of the Veterans’ Bureau, and in positions 
of assistant and associate medical officer for field 
work and at field stations in the Public Health Ser- 
vice, at the salaries indicated below, and vacancies 
Lin positions requiring similar qualifications, at these 
or higher or lower salaries, will be filled from these 
examinations, unless it is found in the interest of 
the service to fill any vacancy by reinstatement, trans- 
fer, or promotion. 

Indian Service (Junior and A Grades).—The en- 
trance salary for physician in the Indian Service 
ranges from $1860 to $2400 a year (usually $1860), 
with quarters, heat and light. Employees and mem- 
bers of their families have the privilege of boarding 
at the “club” (where one is established) at a cost of 
from $16 to $20 a month, children under 12 usually 
paying half rates. The Government furnishes ‘all 
drugs and equipment and means of transportation. 

Public Health Service (Grades A and B).—The en- 
trance salary for assistant medical officer, Public 
Health Service, is $2400 to $3000, and for associate 
medical officer is $3000 to $3600. Any person between 
the ages of 23 and 31 who has had at least one year’s 
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ly take the examination prescribed by law for the 
Regular Corps. Persons between 32 and 40 years of 
age may take the examination for the Regular Corps 
after they have performed five years creditable ser- 
vice under their appointment as assistant medical 
officer or associate medical officer as the case may be. 


Coast and Geodetic Survey (Junior Grade).—The 
entrance salary for surgeon in the Coast and Geodetic 
Survey is $1689 a year, with allowance for subsis- 
tence at $2 per diem, except in the Philippines, where 
the allowance for subsistence is $2.50 per diem. The 
number of surgeons in the Coast and Geodetic Sur- 
vey actually employed and under pay at any time is 
six. Three of these are employed in Alaska and on 
the Pacific coast, and three in the Philippines. Offi- 
cers serving in the Philippines are usually relieved 
at the end of two ya.cs. All surgeons are attached 
to vessels, and while their first duty is to conserve 
the health of the crew, it is expected that they will 
take part in the work of the Survey. Appointment 
will be confined to those who indicate willingness to 
accept service in any of regions named. 


Panama Canal (Grade A).—The entrance salary 
for physician, Panama Canal Service, is $250 a month; 
promotion may be made to $275, $300, $325 and $360, 
and to higher rates for special positions. The salary 
begins on the date of sailing for the Isthmus. Em- 
ployees are supplied bachelor quarters at a charge 
for rent, furniture, water, electric light, and janitor 
service of approximately $9 a month. Family quar- 
ters are supplied at a rental of $10 to $25 a month, 
according to class, and an additional charge is made 
for electric current, water and fuel based on the cost 
of the service. Meals may be obtained at the Canal 
Zone restaurants on the Isthmus at about 50 cents 
each and upward. Vacancies in the Canal Zone hos- 
pitals are filled by the detail of officers of the Medi- 
cal Corps of the Army; openings for civilian physi- 
cians, therefore, occur only in the service outside of 
the hospitals proper and are few and infrequent. 


Veterans’ Bureau, Central Office—Calls for this 
office are occasional, and are then usually for special- 
ists. The usual entrance salary for medical officers 
without specialistic training is $3000 a year, with 
possible promotion, up to $3600 a year, and for medi- 
cal officers with specialistic training $3800 a year, 
with possible promotion up to $5000 a year. 


Certification for field service.—In filling vacancies 
in positions with headquarters outside of Washing- 
ton, D. C., certification will be made of the highest 
eligibles on the appropriate register. 


Citizenship and sexr—aAll citizens of the United 
States who meet the requirements, both men and 
women, may enter these examinations; appointing 
officers, however, have the legal right to specify the 
sex desired in requesting certification of eligibles. 
For the Coast and Geodetic Survey and the 
Canal Service men are desired. 


On account of the needs of the service, papers will 
be rated as received and certification made as the 
needs of the service require. In the absence of fur- 
ther notice, applications for these examinations will 
be received until the hour of closing business on 
December 30, 1924. If sufficient eligibles are ob- 
tained the receipt of applications may be closed be- 
fore that time, in which case due notice will be given. 


Subjects and weights——Competitors will not be re- 
quired to report for examination at any place, but 
will be rated on the following subjects, which will 
have the relative weights indicated: 


Subjects Weights 
1. Education and training 30 
2. Experience 70 
Total 100 


Basis of ratings.—The ratings will be upon com- 
petitors’ sworn statements in their applications and 
upon corroborative evidence. 

Evidence of qualifications.—Claims of general or 
special experience must be corroborated by persons 
competent to judge of such experience and who have 
known the applicant for tne period vouched for, and 
claims of specialized experience or service under 
institutions or organizations should be accompanied 
by certificates from the appropriate official of the 
institution or organization. Instruction by corre- 
spondence will not be given credit. 

For further particulars apply to the United States 
Civil Service Commission. 


Semi-annual meeting at Haverhill. 


Franklin District Medical Society 
Hampden District Medical Society : 
Se cn Ges of January and the 
Hampshire District Medical Society 


Middlesex East District Medical Society 


Wednesday, January 21. Harvard Club. . Franklin 
White, “Diagnosis of Gall- r Disease.” = - 

Wednesday, March 18. Harvard Club. Dr. John H. Cunning- 
ham, “Urinary Retention: Iv S$ and a 

Wednesday, April . 

Wednesday, May 13 lonial Inn, North Reading. 


Middlesez North District Medical Society 
January 28, 1926. 
April 29, 1926. 


Middlesex South District Medical Society 


Winter Schedule—The plans for winter meeti of the Soci- 
ety include the stated meetings in October and April, two hos- 
pital meetings, and five meetings to be held in conj with 
the Suffolk District Medical Society the Medica! 


Library (two surgical, two medical, and one general). 


W. P. 
February 24, 1925. Masonic Temple. Subject: “The 
Physical Examinations and How to 
Dr. Francis H. McCrudden. 


March 31, 1925. Tufts ege Medical School. This meeting 

given over to Drs. Lea Ww. 

a ry atters for the purpose of giving 
Norfolk South District Medical 


Experiences of a Medion 
logist” ( 


sex South rict Medical 
Dr. Arthur 
March 26. Medical Section, in association with the Middlesex 
th District . “The Pneumo- 
nia,” 
April 29. Ann meeting. “Hypertension Longevity,” 
Dr. Harold M. 
Worcester District Medical Society 
January 7, 1926. Surgical meeting. Place, subject and 


will be read the bers o hospital staff. 
March 11, 1925. S8t. Vincent’s Hospital, Worcester. Papers 
will be the members of the hospital staff. 
Subject to be announced. 


| 
SOCIETY MEETINGS 
Esesez North District Medical Society 
January 7, 1925. [ee 
May 6, 1925. Annual meeting at Lawrence. 
Norfolk District Medical Society q 
January 27, 1925. Masonic Temple. Subject: “Some Trends ad 
of Medical Teaching and Medical Practice.” 5§ ers: Dre * 
A. : 
Need of 
P Them.” 
s er will 
be selected to present another subject at this meeting. ad 
Meetings will be held the first Thursday of each month from 
; October to May, inclusive, at 12 noen, at the Norfolk County : 
Hospital, South Braintree. . 
Suffolk District Medical Society . 
December 17. Medical Section, in association with the Middle- 4 
sex South District Medical Society. “The Newer Drug Treat- 
ment of Heart Disease,” Dr. Paul D. White. 
January 28. General meeting, in association with the Boston 
Medical Lib 
ety. “Some 
tern slides), 
February 25. Surgical Section, in association with th idle- : 
{ 
February 11. 1925. Memorial er. Papers 
y 14, . mesting. 


